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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's !5 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 16, Illinois. One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Illinois. Printed in U.S.A. by R.R.Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1958 by the 
American Academy of General Practice. 
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PUBLISHER'S MEMO 


We’vE arrivep! After eight years of tenacious travail, St. Francis 
deSales has smiled upon GP. St. Francis, as practically no one 
knows, is the patron saint of journalism. 

Some time soon, copies of GP will be mailed to the R. R. 
Donnelley Company’s advertising promotion list. Donnelley’s, 
as our readers may know, prints GP. In their off hours, they also 
manage to print lesser publications including Life, Time, For- 
tune, Look, the Sears Roebuck and Montgomery Ward catalogs 
and, the chances are, your telephone directory. Throughout the 
years, the name of The Lakeside Press—-by which Donnelley 
is also known—has become synonymous with printing crafts- 
manship and graphic arts quality. 

Every so often, at the apparent discretion of Donnelley’s 
advertising manager, a piece of high quality merchandise is 
mailed to the chosen few hundred—those interested in the finest 
example of the printing art. 

In a letter seeking GP’s permission to make the mailing, a 
Donnelley executive states that their advertising departmeft 
‘thas looked with glowing eyes of approval on the issues which 
have been rolling off the presses month after month.” 

We are pleased and proud that Donnelley has chosen GP as 
an example of fine publishing technique. This is a significant 
star in the crown of awards our contemporaries have accorded 
GP. Happily it gives us an opportunity to say a few words of praise 
for the men and women who are responsible for the high level 
of perfection which has always been the publisher’s goal. 

No single individual on the tightly knit professional team is 
entitled to more praise than others. But mention should be 
made of Dr. Hugh Hussey and his associate medical editors who 
select and edit scientific material for the book, and of Greer 
Hermetet, assistant publisher who oversees advertising, circula- 
tion promotion and production. Sharing honors with him are 
Carl Goullaud, sales manager; Dale Wharton, promotion man- 
ager; F. Roy Anderson, production manager, and Marianne 
Hahn who is in charge of circulation fulfillment. 

The nerve center of the whole publishing enterprise is, of 
course, the editorial department where trained journalists write, 
edit and prepare copy for the production department. Sitting 
in the “slot” here is Walter Kemp, managing editor, to whom 
Miss Cleo Norris, news editor; Miss Lois Lamme, manuscript 
editor, and other editorial staffers report. 

Not the least important man on the team is Norman Allen, 
comptroller. In charting the course of the publication, the pub- 
lisher, like the skipper on the bridge of a ship, must have ac- 
curate navigational information. Mr. Allen’s voluminous records, 
charts and analytical studies of the whole operation help us 
stay on course with ample steam for continuous progress. 

To these and their coworkers—and to Donnelley who has 
indirectly honored them—a deep bow from the waist. 
—M.F.C. 
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Whatever the allergic symptom, Dimetane provides unexcelled antihistaminic 
potency and minimal side effects. Dimetane works in certain cases where other 
antihistamines fail. For your next case of pruritus or urticaria prescribe Dimetane 
Extentabs® (12 mg.), Tablets (4 mg.), Elixir (2 mg./5 cc.), Dimetane-Ten Injectable 
(10 mg./cc.) or Dimetane-100 Injectable (100 mg./cc.). A. H. Robins Co., iii 
Inc., Richmond 20, Virginia/Ethical Pharmaceuticals of Merit Since 1878 
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Significant Events 


Fee System Attacked > Michael M. Davis will have to relinquish his position as 
In New Book medicine's bete noir to a newcomer, Richard Carter, author 
of a new book published November 6 by Doubleday. In "The 
Doctor Business," Mr. Carter delivers the most scathing 
attack upon organized medicine in general and the American 
Medical Association in particular since Davis' "Medical 
Care for Tomorrow." It is almost certain to make Mr. Carter 
this year's winner of medicine's unpopularity contest. 
In most of his 265 pages, Mr. Carter denounces the AMA 
for what he decries as unyielding opposition to group prac— 
tice and prepayment. Though he softens his attack with an 
occasional word of praise, his theme is that "the prevailing 
fee—based relations between private physicians and private 
patients are inefficient and uneconomical; they are scien— 
tifically obsolescent, and that they are so far behind the 
times that they have actually become a deterrent to health." 
Though frankly critical of the AMA, the author is charita— 
ble toward the American Academy of General Practice. He 
endorses its present program but feels that the ultimate 
goal should be to build group prepayment clinics around 
general practitioners who can perform as manager of the 
family's health affairs. Doctors who are interested in the 
continuing threat of third party invasion into medical ~ 
practice a la UMW, Permanente and HIP will do well to study 
Mr. Carter's arguments in their behalf. 


Steelworkers Plan p It now seems certain that the United Steelworkers of 
Union Hospitals America will establish a network of hospitals and clinics. 
The first steps were taken at the union's recent Atlantic 
City convention. 

Taking their cue from the United Mine Workers, the steel— 
workers want to stop paying any part of their own health 
insurance premiums. The UMW plan is financed by a 40¢—per— 
ton unmatched contribution. The additional expense is passed 
on down the line and finally paid by the consumer. 

The steelworkers can be expected to come up with a similar 
plan, backed by very vocal demands. David McDonald, presi- 
dent of the union, recently told the Pennsylvania State 
Medical Association that organized medicine was trying to 

check his union's progress. This convinced listeners that 
the steelworkers are about to break ground. 


Moorhead Nominated 
For Top AAPS Job 


> Dr. R.J. Moorhead, a Yazoo City, Miss., family doctor and 
president-elect of the Academy's Mississippi chapter, will 
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Labor Will Fight 
For Forand Bill 


Rockefeller Outlines 
State Health Plan 


Hill-Burton Program 
Is Ten Years Old 


head the Association of American Physicians and Surgeons. 
Dr. Moorhead received the president-elect nomination at the 
October 11 meeting in Chicago. The nomination is histori- 
cally tantamount to election. Dr. Moorhead will be the third 
consecutive AAGP member to head the AAPS. 


> The momentarily dormant Forand compulsory health insurance 
bill will have a high labor priority in the 86th Congress. A 
booklet recently distributed by the AFL-CIO legislative de- 
partment ranks the Forand bill fourth in a list of 17 
objectives. Only the Taft—Hartley act, widespread racket-— 
eering and higher minimum wages will have a higher priority. 

Meanwhile, the American Thrift Assembly is beating the 
drum for the Jenkins—Keogh bill. The ATA, representing a 
variety of professional associations, is currently contact- 
ing congressional candidates. ATA Chairman F. Joseph Donohue 
points out that "action in the last session raises our hopes 
optimistically for complete success in the coming session of 
the Congress." 


> Republican Nelson Rockefeller, political cannon fodder in 
New York's "battle of the millionaires," would like to see 
his state establish a "social—insurance program" that would 
protect all wage earners against catastrophic medical ex-— 
penses. Like countless proponents of compulsory health in- 
surance, Rockefeller promises that his plan would "not put 
the state in the insurance or the medical business" and 
would not "disturb the traditional relationship between 
patients and doctors of their own choosing." He added that 
the details, such as how to finance his program, would have 
to be worked out later. 

Although Rockefeller did not specifically mention compul- 
sory catastrophic coverage, he did indicate that the plan 
would require "the assistance of government." This further 
indicates that Rockefeller's proposal, no matter how thickly 
buttered with references to free enterprise, would mean a 
new "“social—insurance" tax. The load would presumably be 
shared by employers and employees. 

Like Averill Harriman, the odds—on favorite to win going 
away, Rockefeller now displays a vote—baiting disdain for 
many facets of the economic system that helped create his 
family's fabulous fortune. 


> The Hill—Burton hospital and medical facilities con- 
struction program recently celebrated its tenth birthday. 
To date, the program has helped finance 3,725 hospitals and 
other health centers costing slightly more than $3 billion. 
Of this amount, states and counties have contributed about 
$2 billion. 

The Hill-—Burton program has added 161,200 hospital beds. 
These beds have been added to general hospitals (128,359), 
mental hospitals (13,663), tuberculosis hospitals (7,118), 
chronic disease hospitals (7,518) and nursing homes (4,542). 

On a per capita basis, New York has received the smallest 
amount of money ($2.10), and Mississippi the largest 
($10.80). . 
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Way, Miami, Fla.; Garra L. Lesrer, M.p., 1 Morris Ave., 
Chautauqua, N.Y. 

Terms to Expire 1959: Ermer Ripceway, Jr., M.p., 3601 N. 
May Ave., Oklahoma City, Okla.; Herman E. Dritt, ™.D., 
23 Ninth Ave., S., Hopkins, Minn. 


Committee on Constitution and By-Laws: JoHN E. Foster, M.D., 
Chairman, Foley, Ala.; A. I. Doxrorsky, M.D., 7257 S. 
Jeffery Ave., Chicago, Ill.; Leland S. Evans, M.D., 217 W. 
Court Ave., Las Cruces, N.M.; Julian K. Welch, Jr., M.D. 
107 N. Lafayette Ave., Brownsville, Tenn.; Arthur P. Reding, 
M.D., Marion, S.D.; Jason C. Sanders,.M.D., 106 E. Kings- 
highway, Shreveport, La. 
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Committee on Voluntary Prepaid Medical Care: Ropert A. Price, - 
M.D., Chairman, 3602 N. Fifteenth Ave., Phoenix, Ariz.; 
WITTEN, M.D., 2237 Taylorsville Rd. ; Louisville, Ky. ; 
William F. Putnam, M.D., Lyme, N.H.; Peter J. Scafarello, 
M.D., 410 Asylum St., Hartford, Conn.; Kenneth McPherson, 
M.D., 925 Sixth Ave., New Brighton, Pa. 


Committee on Rural Health: Benjamin N. SALTZMAN, M.D., Chair- 
man, 111 W. Sixth St., Mountain Home, Ark.; Georce W. 
Karetas, M.D., Newberry, Fla.; Cuinron SwickaRD, M.D., 
604% Sixth St., Charleston, Ill.; Joun R. Ropcer, M.p., 
Bellaire, Mich.; Paut J. Semrert, Jr., m.p., 509 California, 
Libby, Mont.; Cecil W. Clark, M.D., Cameron Medical Center, 
Cameron, La.; Valentin E. Wohlauer, M.D., Box 578, Brush, 
Colo. 


Committee on Insurance: NorMAN F. Coutrer, M.D., Chairman, 
1516 S. Kuhl Ave., Orlando, Fla.; Georce E. Burkert, Jr., 
M.D., 349 Main St., Kingman, Kan.; Frank H. Green, M.D., 
134 E. Second St., Rushville, Ind.; Richard P. Bellaire, M.D., 
38 Church St., Saranac Lake, .Y.; Herbert W. Salter, M.D., 
4900 Euclid Ave., Cleveland, Ohio. 


Committee on Mead Johnson Awards for Graduate Training in 
General Practice: BERNARD E. Epwarbs, M.D., Chairman, 704 
N. Main St., South Bend, Ind.; Donato H. Kast, m.p., 
Bankers Trust Bldg., Des Moines 9, Ia.; R. Adelaide Draper, 
M.D., 1107 Washington St., Dorchester, Mass.; Walter T. 
Gunn, M.D., 4617 Dahlia Ave., St. Louis, Mo.; Earl L. Ma- 
lone, M.D., 302 W. Tilden, Roswell, N.M.; Robert E. Verdon, 
M.D., 576 Anderson Ave., Cliffside Park, N.J. 


Ross Award Committee: Orson B. SPENCER, M.D., Chairman, 55 
N. Sixth E., Price, Utah; Ralph J. Lum, Jr., M.D., 601 Avenue 
Miramar, Santurce, Puerto Rico; R. Varian Sloan, M.D., Aina 
Haina Shopping Center, Honolulu, Hawaii; Rafael C. Sanchez, 
M.D., 3330 Canal St., New Orleans, La.; Robert W. Hender- 
son, M.D., 405% Broadway, Bismarck, N.D. 


Liaison Committee on National Defense: SPENCER YORK BELL, M.D., 
Chairman, 1826 W. Clinch, Knoxville, Tenn.; Perer C. H. 
ERINAKES, M.D., 1425 Main St., West Warwick, R.I.; Crype I. 
Swett, M.D., 18 Sherman St., Island Falls, Me.; A. M. Cox, 
M.D., 1809 Logan St., Cheyenne, Wyo.; Cyrus G. Reznichek, 
M.D., 1912 Atwood Ave., Madison, Wis. 


Committee on 1959 State Officers’ Conference: CARROLL WITTEN, 
M.D., Chairman, 2237 Taylorsville Rd., Louisville, Ky.; 
Richard P. Bellaire, M.D., 38 Church St., Saranac Lake, N.Y.; 
Carroll B. Andrews, M.D., Box 367, Sonoma, Calif.; Mr. 
Donald C. Jackson, Advisor, 1905 N. Lamar, Austin, Tex. 


Representatives to Joint Committee on Industrial Medicine: William 
B. Hildebrand, M.D., 59 Racine St., Menasha, Wis.; Logan T. 
Robertson, M.D., 17 Charlotte St., Asheville, N.C. 


Advisor to the Board on International Medical Affairs: U. R. Bryner, 
M.D., 508 E. South Temple, Salt Lake City, Utah. 
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Committee on Mentat Health: M. C. WicinTon, M.D., Chairman, 


310 W. Thomas St., Hammond, La.; ANprEw S. Toms, M.D., 
Box 3155, Victoria, Tex.; E. I. BauMGARTNER, M.D., 25 Alder 
St., Oakland, Md.; I. P. Frouman, M.D., 2924 Nichols Ave., 
S.E., Washington, D.C.; Ricuarp H. Gwartney, m.D., 2810 
State St., San Bernardino, Calif.; Lawrence E. Drewrey, M.D., 
222 Van Buren, N.W., Camden, Ark.; John F. Loeck, M.D., 
114 3rd Ave., S.E., Independence, Ia.; Robert M. Fonner, M.D., 
3225 N. Laramie Ave., Chicago, Ill.; Austin B. Kraabel, M.D., 
415 N. 85th St., Seattle, Wash. 


MUSE Committee (Committee on Minimum Uniform Standards in 


Education for General Practice): HoLtanp T. JACKSON, M.D., 
Chairman, Medical Arts Bldg., Ft. Worth, Tex.; Cuartes C. 
Cooper, M.D., 322 Hamm Bldg., St. Paul, Minn.; J. S. DeTar, 
M.D., 55 W. Main, Milan, Mich.; Carteron R. Smiru, M.D., 
1101 Main St., Peoria, Ill.; Mary E. Jounston, M.p., Tazewell, 
Va.; Wim J. SHaw, m.p., Lee Hospital, Fayette, Mo.; 
Louis F. Rrrretmeyer, Jr., M.D., University of Mississippi 
Medical Center, Jackson, Miss.; John P. Lindsay, M.D., 5207 
Harding Rd., Nashville, Tenn.; Carroll B. Andrews, M.D., 
Box 367, Sonoma, Calif. 


Special Committee on 1959 Invitational Scientific Congress: NORMAN 


R. Booner, m.p., Chairman, 447 E. Thirty-eighth St., 
Indianapolis, Ind.; Fuoyp C. Bratt, m.p., 833 South Ave., 
Rochester, N.Y.; M. C. Wicinton, M.D., 310 W. Thomas St., 
Hammond, La. 


Liaison Committee with the Specialty Societies: J. S. DeTar, M.D., 


Chairman, 55 W. Main, Milan, Mich.; Cartes C. Cooper, 
M.D.. 322 Hamm Bldg., St. Paul, Minn.; Carteron R. Smiru, 
M.D., 1101 Main St., Peoria, Ill. 


Academy Representatives on AMA Committee on Preparation for 


General Practice: J. S. DeETar, m.p., 55 W. Main, Milan, Mich. ; 
Jesse D. Ristnc, M.p., University of Kansas Medical Center, 
Kansas City 12, Kan.; Malcom E. Phelps, M.D., 203 S. 
Macomb, El Reno, Okla.; Mr. Cuartes E. Nyserc, Volker 
Blvd. at Brookside, Kansas City 12, Mo. 


“He keeps referring to me as the Anesthetist!" 
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This Month’s Authors 


Edward R. Bloomquist, M.D. is a former Los Angeles police surgeon and a 
current member of the Federal Bureau of Narcotics’ advisory committee. An in- 
structor in anesthesiology at the College of Medical Evangelists, Dr. Bloomquist 
says that “the inevitable awareness of one’s classmates and friends who fell into 
the trap, plus an assignment . . . to the psychiatric department of the Air Force 
at a time when my base was literally infiltrated with both addicts and pushers” 
is the raison d’etre for his interest in narcotic addiction; hence, his article, 
“The Doctor, the Nurse and Narcotic Addiction.” Dr. Bloomquist is a review 
columnist for Medical Arts and Sciences. Page 124 


Emil Frei, Ill, M.D. is currently head of the chemotherapy section, general 
medicine branch, National Cancer Institute, Bethesda, Md. Following under- 
graduate work at both St. Louis and Colgate universities, he was graduated from 
Yale University medical school in 1948. After serving two years in the Naval Med- 
ical Corps, Dr. Frei took a pathology residency at Washington University, St. 
Louis, Mo. The following year, he served an internal medicine residency at St. 
Louis University. He joined the Institute’s staff in 1955 and became head of 
the chemotherapy section the next year. Dr. Frei’s article is entitled ‘The 
Treatment of Leukemia.” Page 98 


Ernest W. Reynolds, Jr., M.D., a native of the Sooner State, received both 
his M.S. and M.D. degrees from the University of Oklahoma and, at one time, 
practiced in Tulsa. In 1954, Dr. Reynolds joined the University of Michigan’s 
heart station staff (two years before he had been an instructor in the medical 
school). Currently assistant professor of medicine, Dr. Reynolds has lectured in 
principal Michigan cities for many years on the management of cardiac arrhythmias 
as part of the postgraduate teaching program. Co-author of “The Management 
of the Cardiac Arrhythmias” with Franklin D. Johnston, M.D., Dr. Reynolds is 
currently studying the origin of normal and abnormal T waves. Page 130 


Louis Tuft, M.D. is the author of “The Importance of Allergy Studies in 
Allergic Eczema (Atopic Dermatitis).” A graduate of the University of Pennsyl- 
vania Medical School, his present post is as clinical professor of medicine and 
chief of the clinic of allergy and applied immunology, Temple Medical Center, 
Philadelphia. Dr. Tuft is a fellow of the American Academy of Allergy and an 
honorary member of the Argentine Allergy Society and the Cuban Allergy So- 
ciety. He is the author of Clinical Allergy (two editions) and Clinical Immunol- 
ogy, Biotherapy and Chemotherapy. In addition, he has contributed over 80 arti- 
cles to medical literature. Page 111 


John P. Utz, M.D., who wrote “The Laboratory Diagnosis of Respiratory 
Viral Disease,” is chief of the infectious disease service and the viral diagnostic 
laboratory, National Institutes of Health. Before moving into his present posi- 
tion, Dr. Utz did research with the Institute’s influenza and psittacosis virus unit 
and spent two years at Mayo Foundation, serving an internal medicine fellowship. 
In 1953, he was a State Department consultant in El Salvador. He served the fol- 
lowing year in Costa Rica. Dr. Utz has been affiliated with Georgetown University 
School of Medicine since 1952 and is currently assistant professor of medicine. 
He is on active duty with the USPHS. Page 90 
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MORE EFFICIENT THAN 
PREDNI-STEROIDS ALONE 


ATARAXOID 


“TOTAL PATIENT’ THERAPY 


EFFECTIVELY 
CONTROLS anxiety- 
tension-induced exacer- 
bations and emotional 
factors through the safe 
tranquilizer and muscle- 
relaxant! effects of 
hydroxyzine. Potentiates 
the action of prednisolone, 
markedly improving 
degree of response, 
sometimes doubling 
dosage efficiency, and 
permitting lower 
dosages.2* The unique 
anti-secretory action® 

of hydroxyzine also 
minimizes corticoid- 
induced gastric reactions. 


1. Hutcheon, D. E., et al.: 
Paper presented at Am. Soc. 
Pharmacol. & Exper. Therap., 
Nov. 8-10, 1956, French Lick, 
Ind. 

2. Johnston, T. G., and Cazort, 
A. G.: Clin. Rev. 1:17, 1958. 

8. Warter, P. J.: J. M. Soc. 

New Jersey 54:7, 1957. 

4. Individual Case Reports to 
Medical Dept., Pfizer 
Laboratories. 


5. Strub, I. H.: To be published. 


prednisolone-hydroxyzine 


SUPPLIED: 


ATARAXOID 5.0 


scored green tablets, 5.0 mg. 
prednisolone and 10 mg. 
hydroxyzine hydrochloride, 
bottles of 30 and 100. 


ATARAXOID 2.5 


scored blue tablets, 2.5 mg. 
rednisolone and 10 mg. 
ydroxyzine hydrochloride, 

bottles of 30 and 100. 


ATARAXOID 7.0 


scored orchid tablets, 1.0 mg. 
10 mg. de, 

ydroxyzine rochlori 
bottles of 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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Divide and Conquer 
Dear Mr. Cahal: 


Let me compliment you on your remarks in the July GP 
—both on your own pages and in the editorial, ‘A Most 
Peculiar Paradox,” on page 70. 

While Gerald Gross is not nearly the objective reporter 
he claims to be, I feel he was right in characterizing the 
spouting at the Washington meeting as an effort to needle 
medicine into entering a slugging contest—similar to the 
hostile tactics of some lawyers in badgering a witness in the 
hope that in the angry interchange they can trap him. 

The scurrilous Dorsey blast, insulting to patient and 
doctor alike, is political hogwash which is not supported 
by UMWA activities (despite their wish to subjugate us). 
You recall his snide references to general practice. Yet Dr. 
Cyrus Anderson tells me one of Dorsey’s panel at Trinidad, 
Colo. is a general practitioner. Odd that Dr. Dorsey would 
so mistreat those Colorado miners and their families as to 
subject them to such improper care! 

Dorsey seems to be the only one who ever heard of the 
AMA’s defense of solo practice as the only acceptable form 
of practice. 

At the AMA meeting I was interested in talking to those 
medical men from West Virginia, Virginia and Tennessee 
who opposed immediate action as proposed by Dr. Sawyer 
of Colorado. These men assured me that they were having 
no trouble with UMWA—that in their districts UMWA ad- 
hered rigidly to the Guides set out in June 1957—that they 
were sure that men of good will could settle all difficulties. 
Dr. Holroyd of West Virginia did admit that he knew 
Dorsey, considered him insufferable and not a man of good 
will. The important thing is that here we find three districts 
Operating under the Guides after both Draper and Dorsey 
said such was absolutely impossible. 

Holland Jackson and I are in agreement that all this sup- 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Yours Truly... 


ports our conviction that it is part of a plan to divide and 
conquer. 

I must take issue with you on your reference to Dr. 
Blasingame on Medicare. As one of those hell-bent in op- 
position to Medicare from the start I assure you Blasingame 
was in opposition, too. As a nondelegate he was not afforded 
an opportunity to speak when Medicare originally was rail- 
roaded through the Texas House of Delegates. The re- 
marks you rightfully criticized were those a salaried em- 
ployee was instructed to make. I enjoyed your criticism. 

Mat Rump, 
President 
Association of American Physicians and Surgeons, Inc. 


Successor Needed 


Dear Sirs: 

Due to an arthritic condition I am having to quit practice 
and there is a wonderful opportunity here for a general 
practitioner who would also do obstetrics. 

Out of consideration for my associates in the Miles City 
Clinic, whom I regard highly, I am willing to turn over to 
my successor without any charge or obligation, all my pa- 
tient records which have been accumulated during my 11 
years in practice. Anyone interested in locating here 
please contact either E. H. Rowen, M.D. or myself. 

H. E. Brocan, M.D. 
Miles City Clinic 
Miles City, Mont. 


Something Wrong Somewhere 
Dear Sirs: 


In the first question and answer routine on page 133 of 
the August 1958 GP, someone asks, “Please describe the 
treatment of plantar wart.” 
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In the answer, two observations intrigue me. One is that 
orthopedic consultation should be resorted to if the wart is 
on a pressure area of the foot. Secondly, if electrocoagula- 
tion, procaine injection or radiation therapy have to be 
used, these severe treatments have to be done by derma- 
tologists. 

If the medical education of today has so placed any gen- 
eral practitioner in such jeopardy that he can’t do these 
procedures himself, medical education should fold up and 
quit. 

I feel that education which leaves an M.D. in such a 
futile position that he should have to ask such a question is 
on a par with the engineering teaching that Former Presi- 
dent Hoover has recently questioned in newspaper articles. 
If a good general practitioner can’t take care of such proce- 
dures as simple office practice, without reference to special- 
ties, something is totally wrong in Denmark. 

The insistence that a well-educated general practitioner 
should have to call for help in such simple problems, only 
enforces my 20-year claim that specialism is heading for the 
total eclipse of freedom of thought in medicine. The 
specialist will become a $4,000-a-year man, socially-secured, 
pensioned, stooge of socialism. 

God love the young M.D. who has the knowledge and 
fortitude to make his own studied conclusions and to act 
upon them. 

C. F. McDona_p, M.D. 
Milwaukee, Wis. 


with the 


Thanks to Reader McDonald, and others, for an alert ey, 
and cogent comment. GP’s able medical editor, Dr. Hug), 
Hussey, answered our query as follows: 

“Thank you for calling my attention to the ineptitude of t/ 
Information Please item about ‘Plantar Wart in the August 
GP. In truth, it is a poor excuse for a reply to the question 
that was asked. 

“In particular, the second sentence is foolish. It should have 
said, ‘Consideration of the problem from an orthopedic 
viewpoint is important, especially if the wart is on a pressure 
area of the foot.’ And the last sentence should have said, 
*These severe treatments are to be done by a physician who is 
expert in their use.’ But the sentences did not say those things. 
Iam truly grateful that our readers were alert to this failure 
of editorial responsibility. It is heartening to know that their 
interest in keeping GP strong is as keen as mine and that they 
are ready to help me in my editorial responsibilities. Mea 
culpa.””"—PUBLISHER 


Out of Context 


Dear Sirs: 

It has just come to my attention that I was quoted in a 
letter to the editor in the July 1958 GP. Since I believe 
that the quotation used out of context may misrepresent my 
views, I think it necessary to state my beliefs on the sub- 
ject in question, iron medication. 

The matter of intolerance to oral iron medication is far 


usual cou gh 
remedies? 


—do you find that the local soothing effect of cough syrups is not enough? 
—are you concerned about the side effects of codeine? 
—do you find that many remedies decrease cough productivity? 


—do you have patients who do not cooperate fully 
because of cumbersome forms of issue and too frequent dosage? 
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from settled, not only concerning causes but particularly 
regarding incidence. A double blind study among groups 
known to be somewhat intolerant must be done to provide 
the answer. The quotation from me in the letter in question 
was one of three conjectures I made in an attempt to ex- 
plain the difference between the findings of hematologists 
and nonhematologists in the matter of iron tolerance. 

Sicker patients are less likely to regard minor side effects 
as important and the more severely anemic patient is more 
likely to be referred for evaluation. However, in our clinic 
even mildly anemic asymptomatic patients with iron defi- 
ciency tolerate ferrous sulfate well. Perhaps the private pa- 
tient is more likely to complain of minor side effects than 
the house case with little choice of physician or medication. 
Finally, I believe that the dose of oral iron prescribed is 
usually too high. Our findings suggest that never is more 
than 1 USP tablet of ferrous sulfate three times daily (or the 
equivalent of such medication) needed for adequate therapy. 

Iron deficiency anemia during the period of growth and 
development may frequently be related to nutrition but be- 
yond these years blood loss is almost always found if sought 
after diligently. 

We have not been impressed with any difference in clinical 
response of the iron deficient patient to oral iron whether it 
is given with meals or on an empty stomach. 

Paut R. McCurpy, m.p. 
District of Columbia General Hospital 
Washington, D. C. 


If not... 
here’s why you 
should try new 
‘lTessalon Perles 
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*controls cough by dual action—in the chest as well as at cough centers of the brain. 
*2¥2 times as effective as codeine’ without the side effects of codeine. 

*controls cough frequency without decreasing productivity or expectoration. 

«Perles offer convenient, precise dosage and relief for 3 to 8 hours. 


AVERAGE ADULT DOSAGE: 100 mg. t.i.d. 
Intefractory cough, up to 6 peries (600 mg.) 
Oday moy be given. 

AVERAGE DOSAGE FOR CHILDREN UNDER 10: 
One Pediatric Perle (50 mg.) t.i.d. 

WPPLIEO: TESSALON Perles, 100 mg. (yellow). 
Pediatric Peries, 50 mg. (red). 

Pediatric Peries available Oct. 1, 1958. 

1, Shane, S. J., Krzyski, T. K., and Copp, S. E.: 
77:600 (Sept. 15) 1957. 
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ining MYCOSTATIN, an antifungal 
antibiotic specific for localized Candida | 
(Monilia) albicans infections and the 
agent of choice for treatment or preven- 


antifungal / anti-inflammatory / antibacterial 


W containing FLORINEF, the most potent topi- 
cal antipruritic and anti-inflammatory 
agent known to combat local reactions to 
fungal, bacterial, chemical and physical 
irritants. 
containing SPECTROCIN, a topical antibac- 
terial antibiotic, effective against a wide 


range of gram-positive and gram-negative 


organisms, including those responsible 
T T for most superficial bacterial infections 
of the skin. 


Myconef—Mycostatin (Squibb Nystatin), 
Florinef (Squibb Fludrocortisone), and 
Spectrocin (Squibb Neomycin and Gram- 
icidin) in Plastibase—provides three-way 
therapy and prophylaxis for many derma- 
toses characterized by pruritus and in- 
flammation, particularly where secondary 
bacterial or monilial infection exists or 
threatens. 


Apply sparingly 2 to 4 times daily, as in- 
dicated. When improvement is observed 
reduce frequency of administration. 


Supplied in tubes containing 15 Gm. 


‘myCOSTATIN, “SPECTROCING’ amp ‘PLAsTIBASE®’ 
ARE SQUIB TRADEMARKS 
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The Bigger Bubble 


GP has often hinted that the social security program 
leaves a lot to be desired. Some people contribute large 
amounts of money, get back only a few dollars; others 
contribute small amounts, get back money by the 
bushel. Inn general, the odds, at any given time, are 
strongly in favor of those who climbed aboard back in 
1935. They can hardly help coming out on the long 
end of a very fuzzy fiscal arrangement. This would seem 
obvious because new and bigger benefits have been 
methodically added without any provision for retro- 
actively increasing contributions. Let it be clear that we 
are not suggesting that this be considered but are, 
instead, simply calling attention to plain and simple 
actuarial facts. In other words, those who climbed on 
early will, in the long run, get more for their money. 
As the tax rate and the tax base continue to climb, 
social security is less and less of a bargain for the late- 
comers and a bigger and bigger gift for those who nes 
ticipated during the early years. 

Occasionally we run across a classic case of the point 
we’re trying to stress. This one is from the May issue of 
the American Bar Association Journal. It is perhaps an 
extreme example but there are probably many hundred 
thousand lesser incidents that fall in the same general 
category. 

Early in 1956, a New York attorney was required, 
by law, to start paying a social security tax. There was 
no option involved. During 1956, his tax amounted to 
$126 (3 per cent of $4,200). During 1957, his tax 
climbed to $141.75 (3% per cent of $4,200). Having by 
then reached age 72 and having been in the program 
long enough to earn full benefits, he may, if he wishes, 
start collecting retirement income benefits, In other 
words, he has paid taxes totaling $267.75 and can now, 
for as long as he and his wife both survive, collect 
$162.80 a month. In two months, he’ll show a $57.85 
profit and after that, it’s all gravy. Furthermore, be- 
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cause he has reached age 72, he can, if he so desires. 
continue to work and the amount of his income will 
in no way affect the monthly social security payments. 

The conclusion is all too obvious. Someone (actually 
everyone) will have to put in more money to cover the 
benefits involved. You don’t have to know the difference 
between a ledger book and trial balance to see that this 
is glaringly true. 

This, we contend, is not an isolated case. At the 
other end of the continuum there will always be count- 
less people who will pay and pay and who will be lucky 
if they ever get back a dime. 

This, even though no federal agency admits it, is 
the basic purpose of the social security system. It’s 
simply a system to redistribute money at the whim and 
fancy of the government. If it were otherwise, there 
would be no good reason for not establishing the entire 
system on a voluntary basis and letting each employee 
get in the game or stay out—at his own discretion. 

When we hear people extolling the virtues of the 
social security system, we frankly wonder if they know 
the facts. We wonder if they know that they can pay 
and pay and never get back more than a few dollars. 
Social security is in no way comparable to insurance 
and it offers very few benefits to anyone who thinks he 
has the ability and ambition to set up his own retire- 
ment income plan. For just as long as the program 
exists and continues to expand, then for just that long 
we are passing the financial burden on to the next 
generation. Someday the bubble will break. 


I Know a Doctor 


GP has “Information Please” to answer scientific 
questions. Then there is “Yours Truly” for publica- 
tion of letters from readers. But every once in a while, 
a letter comes along that is too special somehow for 
handling in either of those departments—a letter like 
the following: 
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“Dear Sir: 

“I know a doctor—in fact, I know two doctors, and 
I wonder why people like them never get the attention 
they deserve. 

** *Here’s the thing of it,’ to quote Eloise. I live in a 
big city, and we have a family doctor. He does make 
house calls, his fees are unbelievably moderate com- 
pared with his skill. He knows medicine and he knows 
us. 

**My mother lived comfortably and actively for years 
with a bad heart ailment because our doctor knew how 
to match his medical knowledge to her personal char- 
acter traits and to her abilities and limitations. 

“Once when I was in the hospital under the care 
of a surgeon, our doctor stopped by and said, ‘I know 
you'll be all right, but I’m going away for a few days 
and if you want me, here’s the phone number. I'll 
come.’ 

‘Another time recently, I was recovering from an 
illness, but up and around, thinking I was all well. In 
the evening, the telephone rang, and it was our doctor. 
He had this to say: ‘I tried to reach you before we left 
town, and was glad to get no answer, because I knew 
you were well enough to be out. My wife and I are 
away for a few days, but we’re close enough to come 
if you have trouble. Here’s the phone number.’ 

**Now, my sister lives on a farm, and did have trouble 
finding a doctor to come to her home. Recently, how- 
ever, her husband was taken ill one night and she was 
frightened. Her friend on a neighboring farm offered 
to call her doctor. He came to the strange house 
(strange to him) at 11 P.M., offered reassurance, made 
a thorough examination, left medicine (because it 
would have taken a long time to get some from the 
far-away drug store), wrote a prescription, said it was 
a pleasure to be of help. His fee—which came as a bill 
at the end of the month—$6.00! 

“IT am sure that these two instances can be reliably 
multiplied by hundreds, I get angry when I read about 
doctors’ high fees, poor care, or ‘bring-him-to-the-of- 
fice’ attitude. I am sure that such doctors are rare but 
they get all the notice. I want to know why doctors 
like my doctors don’t make the headlines. 

**Yours truly, 
(Mrs.) H.G.W. 

It is difficult to believe that a woman as discerning 
as Mrs. W. doesn’t know the answer. Surely she knows 
that a small patch of dirt on a beautiful rug gets all the 
housewife’s attention. When the dirt is cleaned away, 
the rug is normal—and hardly noticed. 

Bad actions, like dirt on the rug, get plenty of no- 
tice by most people. Good actions tend to be taken for 
granted by most people—but not by Mrs. W. GP 
thanks her. 
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Insurance for the Mrs. 


A PHARMACEUTICAL MANUFACTURER has recently given 3 
new twist to the methods of selling drugs. This latest i 
advertising gimmicks involves a modest insurance 
policy that comes “‘for free” to any patient who will 
agree to take the manufacturer’s medication. Of 
course, the implication to the patient is that the medi- 
cation is so good that she is almost sure to be protected 
against the eventuality specified in the policy. Indeed, 
what is really inswrance may become confused in her 
mind with a guarantee. 

The reason for using the feminine pronouns in the 
preceding paragraph becomes evident from the fact 
that the insurance is for pregnant women against the 
eventuality of abortion. Specifically, the pharmaceutic 
manufacturer agrees to pay a sum of money to any 
woman who signs up for the program under the follow- 
ing terms of agreement: (1) She will have come under 
her physician’s prenatal care within 60 days after con- 
ception; (2) she will have begun to use the pharma- 
ceutical manufacturer’s compound (a mixture of min- 
erals and vitamins, as a dietary supplement) in the 
amounts specified by the manufacturer and not later 
than 60 days after conception; (3) an enrollment form 
will have been forwarded to the pharmaceutical manu- 
facturer within 90 days after conception; and (4) in 
case she has a history of involuntary abortion, there is 
the further requirement that she be under the care of 
the physician and begin the use of the compound prior 
to conception. If these terms have been fulfilled, and 
the pregnant woman aborts, presumably she collects 
from the pharmaceutical manufacturer’s insurer as 
soon as a simple claim form is filled out and sent in. 
She collects, that is, if the form is accompanied by 
enough coupons from bottles of the vitamin-mineral 
supplement to show that she purchased and used (?) 
the amount of the supplement directed by the terms of 
the insurance agreement. 

Entirely apart from monetary considerations, it 
could be argued that this insurance scheme is good for 
people. It may induce patients to see their physicians 
earlier in pregnancy. Assuming that the dietary sup- 
plement in question is beneficial for pregnant women, 
the probability that the woman will take the medicine 
is enhanced. Of course, there’s nothing to prevent a 
woman from collecting the insurance money even if she 
never took a single pill. 

It is evident that the pharmaceutical manufacturer 
doesn’t sincerely believe that his product is a panacea 
for protection against abortion. He doesn’t even bother 
to define abortion. There’s nothing in the world to 
prevent a woman from collecting the insurance money 
although she may never have taken the medication, 
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providing, that is, she says she took the medicine and 
that she sends in enough coupons. 

It must be supposed that the manufacturer expects 
to sell so much of his product that paying claims will 
be a pleasure. He is pretty safe because payment is 
made only for involuntary abortion occurring after the 
first three months of the pregnancy, and abortion is 
not too frequent in the second and third trimesters. 
Well, there is nothing unethical about all this, but 
some physicians have been repelled by what they 
sense to be an extraordinary kind of pressure. What do 
you think? 


Vis Medicatrix Naturae 


More than 13,000 apostate osteopaths have finally 
drummed out the legend of Andrew Taylor Still, an 
itinerant Virginian who settled in Missouri, invented a 
mechanical churn and ultimately taught his pastoral 
brother that spinal manipulation was more lucrative 
than the ministry. 

Voting 105 to16, AOA convention delegates decided 
that osteopathy need no longer be touted as “‘an ever- 
growing tribute to Andrew Taylor Still.” A better ob- 
jective to state in their by-laws, they decided, would 
be “to promote the public health, to encourage scien- 
tific research and to maintain and improve high 
standards of medical education in osteopathic col- 
leges.”” 

In 1932, Dr. Morris Fishbein wrote a book entitled 
Fads in Quackery and Healing. Discussing modern 
osteopathy, he called it “an attempt to enter medicine 
by the back door.” It would seem that the tide is still 
running. Perhaps, like the 18th century surgeon, the 
osteopath has discovered that it’s the only open door. 


ONE THING is sure about the 1957-58 influenza epi- 
demic: It was closely watched in the United States. 
Before the disease appeared in this country, the virus 
had been identified, and information about it had been 
brought from the Far East. All through the outbreak, 
collections of data went on at a dizzy pace. And, after 
the epidemic disappeared, statistical surveys were used 
to assay how serious the affair had been. 

One of the retrospective analyses, conducted by the 
Metropolitan Life Insurance Company and reported in 
the company’s Statistical Bulletin for July, 1958, indi- 
cates that the epidemic was indeed serious. That analy- 
sis resulted from a special study of the mortality 
ascribed to influenza among the company’s policy- 
holders in the period from the beginning of September, 
1957 to the end of April, 1958. 
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According to the study of the Metropolitan Life 
Insurance Company, the number of deaths from in- 
fluenza reached its highest level during the months of 
October and November, as shown in the following 


diagram: 
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After mid-November, the number of deaths dropped 
sharply, only to rise again moderately in January. The 
mortality rate was rather constant during the first 
three months of 1958, and then the epidemic waned. 

The mortality from influenza was concentrated among 
the very young and the aged. A large proportion of the 
deaths were among people who had pre-existing chronic 
disorders—notably middle-aged and old people with 
chronic heart disease. The illness seldom lasted long— 
usually less than a week—in the fatal cases. That tend- 
ency was especially obvious among younger people 
during the earlier weeks of the epidemic. A longer 
duration of illness was sometimes seen in middle-aged 
and older victims with a serious chronic disease. 

The epidemic had a powerful impact upon total 
mortality rate. However, less than one-fourth of the 
total rise in mortality rate during the period of the 
epidemic was accounted for by the increase in deaths 
from influenza and pneumonia. The major factor was 
the upswing in mortality from diseases of the cardio- 
vascular system and the kidneys. It might be inferred 
that this reflects the influence of a severe acute respira- 
tory infection upon the course of patients having serious 
pre-existing disease. 

All through the past summer, experts have been 
guessing about the prospects of another epidemic dur- 
ing the cold months to come. Although it is said to be 
exceptional for widespread outbreaks to occur in suc- 
cessive years, no one can be sure when to expect the 
exceptional. With that thought in mind, many physi- 
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cians will be giving polyvalent vaccine at least to people 
who have special vulnerability, such as middle-aged 
and old people with chronic heart disease. 


Medicare in Fall 


Some of the doubts about ‘“‘Medicare in Spring” were 
resolved at the very moment that earlier editorial was 
published in the August GP. The House and Senate 
Committees on Appropriations fixed the figure at $60 
million for Medicare civilian funds—a harsh reduction 
from the $70.2 million that had originally been pro- 
posed. At the last moment, as the Senate was con- 
sidering the bill of appropriations, Senator Knowland 
pushed through amendments that later were ac- 
cepted by the Senate-House conferees and finally were 
accepted by the Senate and the House. Those amend- 
ments restored civilian Medicare funds to $70.2 mil- 
lion and would make it possible for that figure to be 
exceeded by means of a “deficiency” appropriation at 
a later date. However, the conference report made it 
eminently clear that Congress expects the Department 
of Defense to impose such restrictions on the civilian 
Medicare program that spending will not exceed 
$70.2 million. 

The Department of Defense reacted promptly. 
On August 8, officials of state medical societies, Blue 
Cross, Mutual of Omaha Insurance Company, Ameri- 
can Medical Association and American Hospital 
Association were told in a Pentagon meeting what to 
expect in the way of restrictions. It was obvious that 
the Department of Defense intended to curtail strin- 
gently the opportunity for dependents of members of 
the uniformed services to choose freely between 
civilian medical care and medical care provided by 
the uniformed services. 

The background for these happenings was plain 
to see. In brief, the House and the Senate Appropria- 
tions Committees had been influenced seemingly be- 
yond redemption by testimony to the effect that civilian 
Medicare costs a lot more than similar care under 
military auspices, and that civilian Medicare was in- 
terfering in some ways with the training programs for 
interns and residents and with efficient utilization of 
beds in some military hospitals. That influence pre- 
vailed in spite of the strong efforts of AMA and other 
witnesses to point out the inaccuracies and inade- 
quacies of the cost analysis and to present another 
point of view about the “losses” of patients from mili- 
tary to civilian hospitals. That other point of view had 
been suggested by a spokesman for the Surgeon Gen- 
eral of the Air Force when he talked before a commit- 
tee that advises Dr. Frank Berry about Medicare. 
Briefly, it proposes that if dependents are showing a 
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preference for treatment by civilian physicians, thi: 
constitutes a healthy competition—a challenge tha: 
the military physicians should meet by striving to mak: 
medical care more attractive in military hospitals. 

It will be important for the next Congress to recoi- 
sider the decisions made this year, and to study more 
thoughtfully the costs of the civilian Medicare pro- 
gram. Such study should be made with the original 
purpose of Medicare clearly in mind. The program 
may be in danger of breakdown if dependents are 
denied freedom to choose between civilian and mili- 
tary physicians, particularly if such denial now is based 
upon illusionary monetary factors or considerations 
such as a training program for residents and interns. 
In addition, some physician-members of the uni- 
formed services would do well to remember that the 
Medicare program is basically a career-incentive de- 
vice for members of the uniformed services—main!y 
members who are not physicians. 


Uncle Wilfred and Left-Handers 


Uncte WILFRED is worried by the news that a bank in 
New York now provides a special checkbook for left- 
handed people— one with its stubs on the right. He 
has always believed that the left-handers are our most 
progressive people because they have to contend with 
the challenge and the vagaries of a world built almost 
exclusively for right-handed people. ‘Make things too 
easy for them,” he said, “‘and they'll become just like 
right-handers. That’s bad. The world needs left- 
handed thinkers.” 


Hospital Staphs 


GP has previously commented editorially on the seri- 
ousness of the problem of staphylococcal infections in 
hospitals, and has kept readers informed of the various 
ways in which such infections are spread. During the 
past summer, there were several new developments re- 
lated to this problem, developments that are well 
worth reviewing at this time. 

Successive issues of the Journal of the American 
Medical Association (June 28 and July 5) called atten- 
tion to two other sources for spread of staphylococci— 
the humidifying bottle of oxygen therapy equipment 
and laundry and refuse chutes. It seems that wherever 
you look, staphylococci may be lurking. 

Late in May, the American Hospital Association 
issued Bulletin 1 on ‘Prevention and Control of 
Staphylococcal Infections in Hospitals.” That bulletin 
—the product of the AMA Committee on Infections 
Within Hospitals—was addressed: to administrators 
and chiefs of staff in all hospitals and was printed in 
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GP in September. Some excerpts from that report 
bear repeating: 

“It is clear that throughout the world, in spite of 
the enormous success of antibiotics (and, as will be 
mentioned below, to some extent because of this suc- 
cess) there remains an important problem of infections, 
a problem of special significance for hospitals. This re- 
port is concerned with such infections, particularly 
those caused by the coagulase-producing strains of 
Staphylococcus aureus hemolyticus. The most obvious 
examples are impetigo and more severe infections in 
children, puerperal mastitis in recently delivered 
women, burn and postoperative wound infections and 
pneumonia in debilitated patients. 

“Disease-producing staphylococci frequently im- 
plant in the nasopharynx without overt disease, thus 
producing carriers. Indeed, the staphylococcus carrier- 
rate is a good index of the level of contamination of the 
environment. 

“Many hospitals have a serious problem. with 
staphylococcus infections, and all hospitals have a 
potential problem. 

“There appear to be innumerable strains of staphy- 
lococcus capable of producing infections. Many of these 
staphylococci are susceptible to antibiotics. Some are 
not. Infections with antibiotic-resistant staphylococci 
constitute the main difficulty. Hospitals are clearly the 
reservoir of most antibiotic-resistant strains. One of the 
major factors in the current situation is the wide- 
spread use of antibiotics which eliminates susceptible 
strains of staphylococcus and leaves uncontrolled the 
resistant strains. 

“All hospitals should establish Committees on In- 
fections to devote particular attention to infections 
which are acquired in hospitals so they may be reduced 
to the lowest possible minimum.” 

Then the bulletin went on to describe the scope of 
activities for a hospital committee on infections, and 
ended with a list of the agencies that the committee 
might consult in time of need—the American Hospital 
Association, the American College of Surgeons, the 
American Academy of Pediatrics, local and state 
health departments and the United States Public 
Health Service. 

Not long afterward, in August, the Joint Commission 
on Accreditation of Hospitals recommended “that 
every hospital have an ‘Infection Committee’ charged 
with the responsibility of investigation, control and 
prevention of infections within hospitals.” The com- 
missioners then outlined a plan of action for such 
infection committees—a plan that closely Followed the 
lead of the earlier bulletin of the American Hospital 
Association. 


li view of the seriousness of the staphylococcus 


GP November 1958 


problem, the pronouncements of the American Hospital 
Association and the Joint Commission are indeed 
timely, and their recommendations are sound. It is to 
be hoped that hospital administrators and hospital 
staffs will heed the warnings. 

The fact that a hospital has not yet had trouble 
means nothing. It may be that hospital’s turn next, 
or, indeed, the hospital may have been having trouble 
that hasn’t even been noticed. 


GUEST EDITORIAL, 


Cabin Fever, Suburban Type 


Cain FEVER of the north woods or frontier type has 
been a long-established disease entity. In modern 
times, with the population move from city to sub- 
urbs, a new variety of this malady is emerging— 
a symptom complex affecting almost exclusively 
young housewives with two or more children under 
the age of 6. It is endemic in suburbs and becomes 
epidemic after three days of inclement weather. An 
attack usually has an insidious onset about 2:00 p.m. 
It builds rapidly and ends in a crescendo about 4:00 
p.M. with a call to the family physician. The expe- 
rienced clinician will recognize the illness instantly 
by the near hysteria in the voice of the caller, the trivial 
nature of the excuse for the call, and the sound of a 
crying child in the background. 

Etiology varies widely in patients with “cabin 
fever,” both in the individual and from case to case, 
but the patient is essentially inadequate and depen- 
dent. She may be on the brink of a real hysteria. She 
feels trapped, and, after a full day of childish prat- 
tle, she must talk to an adult. For obvious reasons, she 
cannot turn to relatives, friends or her husband. A 
ready, willing and sympathetic ear is always available 
in the person of the family physician and hence the 
late afternoon phone call. 

This patient needs careful handling. Never belittle 
the excuse for the call. No matter how busy you are, 
hear her through. Somehow she must be assured that 
you think she is a good mother. Somehow you must 
convey the idea that you feel that raising children is 
the most exacting and responsible work in the world 
today. (I personally believe this last to be true.) 
Properly convinced that she is equal to the challenge, 
she will return to her tasks, capable of coping with the 
situation until the arrival of her husband from work. 
His appearance on the scene terminates the attack 
abruptly. James A. BLAKE, M.D. 
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Pigmented skin lesions are extremely common, tlic 
vast majority requiring treatment only for cosmetic 
reasons. However, their appearance, location or bi. 
havior may dictate the need for therapy. For ex- 
ample, pigmented lesions of the genitalia, anorectal 
area, soles of the feet and palms of the hands should 
be excised as prophylaxis against malignant chang:. 
Many signs—crusting, bleeding, sudden appear- 
ance of pigmentation—imply malignant change. 
Treatment for all such lesions is surgical, and 


macroscopic examination is mandatory. 


A Practical Approach 
to Pigmented Nevi 
and Related Lesions 


PAUL P. PICKERING, M.D. 
AND WALTER R. NICKEL, M.D. 
San Diego, California 


THE HIGH INCIDENCE of pigmented nevi and related 
lesions of the skin, together with the awareness by 
both patient and physician of their possible significance 
places this problem under almost constant review. 
Pigmented nevi are “congenital” cutaneous lesions 
appearing at birth or shortly thereafter, and char- 
acterized by nevus cells with varying amounts of pig- 
ment in or about the basal layer of the skin and upper 
dermis. These tumors are often referred to as pig- 
mented moles. 


Which Lesions to Treat? 


The pathogenesis of these lesions has not been 
clearly crystallized. Theories of epidermal and neuro- 
genic origin have been advanced. Their diagnosis and 
treatment is on much firmer ground. However, it is 
necessary to correlate the pathologic and clinical 
behavior of these lesions in order to arrive at a reason- 
able and practical treatment program. 
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Figure 1. Lentigo of the lip. 
Figure 2. Lentigo maligna, 
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In today’s cancer conscious populace, the physician 
is confronted daily with the problem of what to do with 
the variety of pigmented lesions of the skin. It is im- 
possible to eliminate all of the pigmented moles from 
all of the persons seen in a medical practice. It has 
been suggested that the average person has from 15 
to 30 of these nevi on his skin. To eradicate these 
from the population would require a vast corps of 
physicians working night and day. The birth rate 
would probably outdistance the efforts of the most 
indefatigable surgeons. With this in mind, therefore, 
one must choose the lesions to attack. 

It is the object of this review to suggest some of the 
simple principles that may be used as a guide for the 
diagnosis and treatment of the various selected pig- 
mented lesions. The clinician must make a decision 
concerning which lesions are to be treated. He must 
be prepared to indicate to the patient what results are 
to be expected from treatment. The clinical appearance 
of the lesion and its behavior are fundamental clues. 
Microscopic examination is essential. 


Classification of Lesions 


Nevi may be described as macular, pedunculated, 
sessile, verrucous or cerebelliform depending on their 
morphologic appearance. The correlation of the clinical 
appearance with the pathologic structure provides a 
more specific diagnosis, and a basis for selecting the 
method of treatment. With the usual hematoxylin-and- 
eosin-stained section, pigment is usually most promi- 
nent in the basal layer of the epidermis in normal 
skin, freckle, lentigo and lentigo maligna (Figures 1 
and 2). The lentigo or permanent freckle is found on 
all types of individuals and usually is not affected 
by sunlight as is the ephelides or temporary freckle. 
The lentigo microscopically demonstrates increased 
pigmentation in the basal layer. 


Lentigo Maligna 


The lentigo maligna usually occurs past the fourth 
decade. The early lesion appears as a small brown 
spot that enlarges slowly in an irregular manner. 
Satellite macules frequently appear. The pigmentation 
becomes irregular and advances to dark brown or black. 

Approximately one-third of the lentigo maligna de- 
velop into melanocarcinoma, according to Pillsbury, 
et al. They are usually less malignant clinically than 
those arising from junctional nevi and other pig- 
mented moles. The pathology is that of lentigo with 
an evolution to more pigmentation and increased 
numbers of “clear” cells in the basal layer. 

The microscopic classification of nevi as junction 


GP November 1958 


nevi, intradermal nevi, compound nevi, juvenile 
melanoma and melanocarcinoma (malignant mela- 
noma) is useful. An understanding of their clinical 
counterparts provides the basis for therapy for this 
entire group. 


Juncrionat Nevus 


The junctional nevus (Figure 3) appears as a pig- 
mented spot that may be flat or slightly raised with 
speckled brown pigmentation. It is frequently non- 
hair-bearing. It is rarely slate blue or black. Polypoid, 
dome-shaped or pedunculated lesions seen in older 
individuals are apt to be free of any junctional activity. 
Microscopically, the junctional nevus shows a down- 
ward migration of the pigment in the basal layer into 
the dermis. These nevi tend to develop into the intra- 
dermal or compound nevi with advancing age and 
with decreasing junctional activity. 


INTRADERMAL NEvus 


The intradermal nevus (Figure 4) is usually circum- 
scribed and smooth. It may have pigment and assume 
many morphologic forms. This is the common fleshy 
mole frequently seen on the face in people over the 
age of 40. The lesions may or may not contain hair. 
The microscopic picture is chiefly that of nevus cells 
within the dermis. The compound nevus (combined) 
has the elements of both the junctional nevus and the 
intradermal nevus. 


MELANOMA 


The juvenile melanoma (Figures 5a and 5b) may 
have varying degrees of pigmentation from a very pale 
pink or red to darker coloring. Microscopically this 
lesion is often confused with the malignant melano- 
carcinoma until the patient’s age is known. The use 
of the term melanoma for a lesion that is practically 
always benign is unfortunate because it causes un- 
necessary apprehension. 


MELANOCARCINOMA 


The melanocarcinoma (Figures 6a, 6b and 6c) is 
the villain of pigmented lesions. The incidence is 
approximately 1.8 per 100,000 population according 
to McDonald and Shaw (quoted by Pillsbury). It is 
more prevalent in lighter complexioned individuals. 
It occurs more often in the Caucasian than in the 
Negro. The highest incidence occurs beyond the fifth 
decade. Approximately 25 per cent of melanocarci- 
noma arises from pre-existing pigmented nevi. The 
remainder therefore must occur spontaneously as pig- 
mented lesions with malignant implications. 

The clinical appearance may vary from almost no 
visible discoloration to deep, slaty, mottled black. Ir- 
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Figure 4. Intradermal nevus. 


regular surfaces are common. Satellite lesions are fre- 
quently seen. Ulceration and bleeding are ominous 
signs. 

Pathologically, the malignant cells may be confined 
to the epidermis in the early lesion, later extending 
into the dermis by invasion. 

The blue nevus, Mongolian spot and nevus of Ota 
are related lesions. The characteristic melanocyte is 
spindle-shaped and found in the dermis with no ap- 
parent relationship to the epidermis. 


BLuE Nevus 


The blue nevus (Figures 7a and 7b) rarely becomes 
malignant. It has a characteristic blue to blue-black 
color. The melanin-forming cells in this lesion lie 
deep in the corium, often giving it a translucent ap- 
pearance. Blue nevi occur more commonly on the 
dorsum of the hands, the face and the buttocks. 


MONGOLIAN Spot 


The Mongolian spot is characterized by a light blue 
color. It is usually diffuse and is of little clinical im- 
portance since it usually disappears before puberty. 


The common site is the sacral region. 


NEvus or OTA 


The nevus of Ota is a rare type of lesion similar to 
the Mongolian spot and is characterized by its location 
on the side of the face and by its involvement of the 
eye, including the cornea. 
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Figure 5a (above). Juvenile melanoma, labia of 5-year-old child. 
5b (below). Juvenile melanoma, left cheek. 


XERODERMA PIGMENTOSUM 


Xeroderma pigmentosum shows a congenital pre- 
dilection and hypersensitivity to sunlight. The multiple 
pigmented areas will usually appear on all of the ex- 
posed surfaces of the skin with mottled pigmenta- 
tion, warty growths and telangiectasia. In the later 
advanced stages, squamous cell carcinomas, basal cell 
carcinomas, sarcomas and melanocarcinomas may de- 


velop (Figure 8). 
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Treatment 


The treatment of pigmented nevi and related lesions 
is predicated on their appearance, their microscopic 
architecture, the location of the lesion on the body and 
the clinical behavior of the lesion itself. 

It is estimated that 80 or 90 per cent of all pig- 
mented nevi show junctional activity in childhood with 
only 15 or 20 per cent maintaining it in adult life. This 
continued junctional activity, however, is more often 
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found in nevi that appear on the soles of the feet, the 
palms of the hands, the genitalia and anorectal areas. 
The consensus at this time is, in these locations, nevi 
should be removed by surgical excision. 

It is also recommended that nevi undergoing trauma 
should also be removed as well as those in which it is 
required for cosmetic reasons. 

Characteristic clinical signs of IMPENDING malig- 
nancy are criteria for treatment. These are: 

1. Nodular elevation of the flat mole 

2. Crusting 

. Bleeding 

. Satellite pigmentation 

. Accelerated growth in a mole (nonpainful) 
. Painless inflammatory changes 

Certain less definite signs can be considered as sus- 
jrcious changes. These are: 

1. Increase in pigmentation 

. Change in the character of the mole (verrucous) 

3. Pigment appearing suddenly in adults 

4. Color change suggesting pyogenic granuloma 

5. Local subjective awareness 

As noted before, the melanocarcinoma is the lesion 
to be most feared. This rarely occurs in children. How- 
ever, if a malignant melanocarcinoma does appear in a 
child, it has a similar pathologic appearance and clini- 
cal course as in an adult. 

The junctional nevus and the juvenile melanoma 
can be treated quite successfully and with an excellent 
prognosis. It is a well-known fact that the melano- 
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carcinoma has a poor prognosis. There is a greater 
incidence of melanocarcinoma on the soles of the feet 
and in the head and neck region than in other areas of 


the body. 


SURGICAL THERAPY 


Treatment methods have been varied in the past but 
the consensus is that most of these lesions should be 
treated by surgical excision. This excision should be 
adequate in scope to surround the lesion properly. In 
all instances, the excised tissue should be subjected 
to microscopic examination of the peripheral edges. 
The pathologist should make radial sections of the 
lesion and should be prepared to report on the ad- 
equacy of the removal. 

The advocates of prophylactic regional lymph node 
dissections in the treatment of melanocarcinoma have 
not completely proved their point. It is the opinion of 
the authors and many other investigators that the best 
treatment for the known malignant melanoma is radical 
local surgical excision. In the event, however, that 
there is clinical evidence of regional metastasis, it is 
obviously necessary to attack the lymph chain immedi- 
ately, 

It is impractical from a physiologic or an anatomic 
standpoint, to determine with surgical accuracy the 
mode of transmission of the melanocarcinoma im- 
plants. They may be by continuity or may be by hema- 
togenous or lymphatic extension. Some of these lesions 
are near the midline and consequently it would be im- 
practical to perform regional lymph node dissections. 
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Figure 8. Xeroderma pigmentosum with associated squamous cell, 
basal cell and melanocarcinoma. 


For example, removal of a pigmented active junctional 
nevus or a melanocarcinoma of the leg to include an 
intervening band of skin and subcutaneous tissue to 
and including the inguinal nodes has never appealed to 
the authors as a practical or theoretically sound pro- 
cedure. 

Local recurrences of these pigmented lesions and 
melanocarcinoma may be residual. tumor, but they 
may be other foci that have been activated. These foci 
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Figure 9. Pigmented basal cell carcinoma. 


usually lie close to the original lesions. Wide excision 
of the local area is directed toward eliminating this 
hazard as well as an attempt to circumscribe the hema- 
togenous or lymphatic extensions. The same factor 
that causes one lesion to be activated can cause the 
transition of a similar lesion nearby. 

As in all lesions of a controversial nature, many 
methods of treatment have been suggested. Unfor- 
tunately, in many cases, these have been used with 
indifferent results. 


OrHer METHODS OF TREATMENT 


Some methods of questionable value in the treat- 
ment of nevi include x-ray, the application of solid 
carbon dioxide, the use of caustic agents, such as acids, 
“cancer pastes” or other corrosives. The corrosive 
agents would not only certainly destroy the lesion, 
either partially or totally, but also the surrounding 
skin and underlying tissue. The diagnosis would be in 
doubt and the efficacy of the treatment is haphazard 


Figure 10. Pyogenic granuloma. 


at best. Electrosurgery and surgical excision may be 
used for the intradermal nevi and the compound nevi. 
No treatment is required for the freckle, the Mon- 
golian spot or the nevus of Ota. 

Treatment of the related lesions may very well pre- 
sent a problem. These include the pigmented basal cell 
carcinoma (Figure 9) that may be treated by any 
modality. The seborrheic keratosis may be treated by 
any method. However, electrodessication is the sim- 
plest and one of the most effective means. Thrombosed 
vessels that cause discoloration on the skin usually are 
eliminated by simple biopsy. The pyogenic granuloma 
(Figure 10) can be confused with an amelanotic mela- 
noma. It may be treated by any of the many accepted 
methods. Foreign materials, including self-inflicted 
pigment, professional tattoo and pencil leads are usu- 
ally removed for cosmetic reasons. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


HERE’S A HELPFUL HINT... 


To Prevent Asovur 10 rer cent of the population of the United States are now sensitive to penicillin. 


Penicillin Reactions 


This sensitivity is the leading cause of anaphylactoid death in the United States today. 
The first step in preventing penicillin reactions is simple but often neglected. Before 


administering penicillin by injection or prescribing it by mouth, inquire about previous penicillin 
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administration and possible reactions —LEON SMITH, M.D. 
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In the past, the practicing physician has had little opportunity 
to identify the agents causing virus infections. Yet such identification 


vip. Aes has many advantages—in the care of patients, in medical education. 
= Soe Gat in delineation of new clinical syndromes, and in the conduct 


The Laboratory Diagnosis of Respiratory Viral Disease 


‘THE PRACTICING PHYSICIAN has had a limited number of 
alternatives when he wished to confirm a clinical diag- 
nosis of viral disease by the use of laboratory tests. 
One option has been to send appropriate specimens to 
the state department of health. In a few states, labo- 
ratory facilities are available at this level for the study 
of such specimens. In the vast majority of instances, 
however, they must be forwarded to the United States 


’ Public Health Service laboratories at the Communicable 


Disease Center in Chamblee, Ga. Whether the tests 
are done at the state or federal level, the physician 
in care of the patient has little, if any, contact with the 
laboratory performing the tests and in most instances 
has no means of determining the status of the studies 
requested. Furthermore, the final report on the tests 
generally arrives weeks or months later when the 
patient is no longer a clinical problem. 

There is a second option open to those physicians 
practicing in cities that have large medical schools. 
There is usually a member of the department of 
microbiology who is doing research in viral diseases. 
Sometimes it is possible for the physician to obtain 
studies on his patient by requesting these from the 
medical school research worker. All too often, however. 
these diagnostic tests are an interruption of the 
laboratory research, and the physician is limited in the 
number of times he might wish to impose on his friend 
in the medical school. 

As attending physicians, we had been aware of the 
difficulties in obtaining viral diagnostic tests and had 


90 


JOHN P. UTZ, M.D. 


National Institute of Allergy and Infectious Diseases 
National Institutes of Health 
Bethesda, Maryland 


of clinical research. Accordingly, consideration should be given 
to development of diagnostic viral facilities wherever possible 
within existing clinical hospital laboratories. 


wished there might be a laboratory to which specimens 
could be sent in the same manner as other specimens 
are sent to the hematology or to the bacteriology 
laboratory. Accordingly, we endeavored to establish 
such a laboratory in the summer of 1953 at the opening 
of the Clinical Center at the National Institutes of 
Health, in Bethesda, Md. Early in 1957, we summarized 
our experience in the operation of such a laboratory, 
and on this basis we would like to propose that such a 
laboratory is usefui, feasible and desirable in the gen- 
eral practice of medicine today. 


What Is Necessary? 


People. The first requirement of a diagnostic virus 
laboratory is a competent physician or scientist interest- 
ed enough in it to supervise it. In addition to interest, 
or as an outgrowth of it, the supervisor will need some 
experience in laboratory work with viruses. In addition 
to a supervisor, a bacteriologist (virologist), or lab- 
oratory technician with experience in bacteriology 
(virology) must be available. Other less skilled per- 
sonnel already in the clinical pathology department 
may be needed on a part-time basis as well. 

Space. Facilities for animals and glass-washing, which 
can be shared with others, are essential. Additional 
room is required for performance of tests and for 
equipment. 

Equipment. Surprisingly little equipment not already 
in a hospital or office laboratory is necessary. The fol- 
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lowing are required: customary laboratory furniture, a 
freezer, a centrifuge, a bacteriologic hood, an incubator 
for tissue culture and for embryonated hens’ eggs, 
standard microscope, refrigerator and a tissue culture 
roller drum. 

Methods. The methods to be employed in such a 
laboratory have been described in standard manuals or 
are currently being revised and improved in a large 
number of medical centers at the present time. These 
methods include those of animal inoculation, em- 
bryonated hens’ eggs inoculation, tissue culture 
inoculation and serology. 

Materials. The materials necessary in tissue culture 
are now commercially available. In addition to tissue 
culture materials, embryonated hens’ eggs and small 
animals are necessary. 

The purpose of the above is not to present in any 
detail the technical aspects of such a laboratory or to 
minimize the expense or skill required in its operation. 
The main purpose is to show that necessary personnel 
and equipment are within reach of a large number of 
hospitals and, on a central basis, of a large number of 
communities in this country. 


What Does the Attending Physician Do? 


From patients suspected of having a viral infection 
the following specimens, when appropriate, may be 
collected: swabs of the eye, ear, nose, throat, anus, 
vagina, ulcer or skin lesions; urine; sputum; stool; 
bone marrow ; synovial fluid ; pleural fluid; blood clots; 
and biopsy and autopsy specimens. Swabs should be 
placed in a liquid medium to prevent drying, and all 
specimens should be sent to the laboratory promptly. 


What Does the Laboratory Do? 


Specimens delivered to the laboratory should be 
inoculated the same day they are received. Inoculated 


tissue culture tubes, or eggs, or animals, should be - 


observed daily or at appropriate intervals for evidence 
of viral multiplication. In a limited number of cases, 
verbal and highly qualified reports should be available 
on the progress of the studies at frequent intervals. 
Except in questionable cases, negative reports should 
be available after two weeks. In most instances, a report 
that some virus is probably present can be made be- 
fore that. Precise identification and typing of the virus 
should be done when clinically important. 


Why Is Such a Service More Feasible Now? 


In great measure the introduction of tissue culture 
techniques into viral diagnosis has made a laboratory 
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such as this possible. By this technique, epithelial or 
fibroblast cells from animal and human sources are 
grown on the inside of a glass tube the size of an 
ordinary test tube. The tubes are seeded by the in- 
troduction of a small volume of fluid containing large 
numbers of cells. Nutrient medium is then added and the 
cells proliferate to form a sheet of tissue grossly visible 
from outside the tube. Cells may be examined carefully 
by placing a tube directly under the microscope. A 
large number of tubes may be scanned in a few minutes. 
Such tubes and nutrient media are now commercially 
available. 

On receipt in the laboratory, tubes may be inocu- 
lated with specimens received from the patient. Tubes 
inoculated with specimens containing viruses show 
cellular degeneration over a period of days. This de- 
generation must be distinguished from that due to 
nonspecific (“toxic”) causes but in some instances is 
specific for certain viruses. For precise unequivocal 
identification, however, special serologic studies with 
type-specific viral antiserums must be done. The ap- 
plication of the above techniques of tissue culture may 
be compared in importance to that of the development 
of solid media for culturing bacteria. 


What Can Be Accomplished? 


The tissue culture techniques are useful in the 
diagnosis of the following respiratory viral diseases 
(viruses) : mumps, herpangina (Coxsackie A), pleuro- 
dynia (Coxsackie B), influenza, herpes simplex, mea- 
sles, vaccinia, pharyngoconjunctival fever (adenovirus) , 
exanthem subitum (Neva virus), acute respiratory 
disease or ARD (adenovirus), cytomegalic inclusion 
(salivary gland virus), croup (Croup-Associated or 
C-A virus), some cases of the common cold (hem- 
adsorption and JV-1 viruses) and some cases of pneu- 
monia (respiratory syncytial virus). 

The inoculation of embryonated hens’ eggs may be 
employed for the isolation of a number of the above 
viruses, and this technique is especially useful still in 
the diagnosis of influenza. Mice, adult or suckling when 
appropriate, may be used as well for some viruses and 
especially in cases of suspected psittacosis and Cox- 
sackie virus infection. 

Serologic methods are necessary for the precise 
identification of each of the viruses given above. 
Serologic methods are furthermore essential to the 
laboratory diagnosis of infectious mononucleosis and 
of most cases of atypical (viral) pneumonia. They are 
useful in those cases of pneumonia suspected of being 
psittacosis or Q fever. In addition, for most of the 
illnesses given above, there are serologic studies which 
can be done on the patient’s acute and convalescent 
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serums with degrees of feasibility that are more or less 
than those of viral isolation techniques. 

A laboratory such as the one described should be 
able to test approximately 75 to 100 specimens a 
month. On the basis of our own experience this should 
mean that between two and 15 patients, each month, 
have a diagnosis of viral infection confirmed etiological- 
ly by tissue culture techniques alone. In terms of 
specific disease entities, the percentage of diagnoses by 
virus isolation should also be predictable. During a 
winter season (from October 1, 1955, to April 1, 1956) 
25 patients were admitted to the hospital with severe 
upper respiratory disease of suspected viral etiology. 
In 22 of these patients a virus was isolated. 


in such areas as, for example, the rejection or prope 
selection of chemotherapy. It should be possible also to 
continue to distinguish amidst the heterogeneous mass 
of respiratory illness such illness as pharyngocon- 
junctival fever and that recently described as due to 
JV-1 virus. 


What Else Is Necessary? 


The finding of new viruses as described and as seems 
certain to continue in no way replaces the careful 
clinical studies that must be done. The patients who 
yield a virus must still be minutely observed so that 
the illness that prompted the viral studies can be 


The value of such results would appear to be mani- 
fold. Where exact etiologic studies are possible, more 
attention is paid to careful diagnosis of febrile disease. 
Precise diagnosis results in better care of the patient 


characterized for the benefit of other physicians. 


A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent toor near the Index to Advertisers. 


HERE’S A HELPFUL HINT... 


Cyanotic Congenital Heart Disease 


PATIENTS AFFLICTED with cyanotic congenital heart disease 
often develop thrombophlebitis and pulmonary emboli 
and pulmonary infarcts. This is due to the increased vis-: 
cosity of the blood. The red cell volume, as reflected in 
an elevated hematocrit, is increased because of the 
anoxia which results from the right to left shunts of the 
congenitally diseased heart. 

It would seem feasible as a therapeutic measure for 
the phlebitis and emboli to use anticoagulants. How- 
ever, patients with this disease have decreased platelets 
and fibrinogen and thus an increased tendency to bleed. 

In conclusion: 


DO NOT USE ANTICOAGULANTS FOR PATIENTS 
WITH CYANOTIC CONGENITAL HEART DISEASE. 
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IN RECENT YEARS, using the newer laboratory tech- 
niques, an association of various viruses with respira- 
tory disease has been established. With precise etiolo- 
gic diagnosis it has been possible to study the clinical 
spectra of certain viral infections and in some few in- 
stances to define clinically recognizable disease enti- 
ties. In view of the expanding knowledge of the multi- 
plicity of viral agents and the small proportion of res- 
piratory disease incidence which can be ascribed to 
specific known agents, we believe we are just at the 
start of exploration in this field. 

Within the compass of our current knowledge, we 
shall try to define the limitations of clinical diagnosis in 
respiratory viral diseases with a view toward permitting 
the clinician where possible to establish a diagnosis 
without the benefit of elaborate, costly and mostly un- 
available laboratory aids. We shall stress the attributes 
of certain clinical entities that may be recognizable as 
you see them in your office, but as you all realize, this 
will still leave the bulk of respiratory disease etiologi- 
cally undifferentiated on clinical grounds. ' 


lllnesses Caused by the Coxsackie Viruses 


The Coxsackie viruses are divided into two groups 


depending upon the type of disease they produce in © 


suckling mice, and upon antigenic similarity within 
each group. Characteristically, viruses belonging to 
Grou A cause marked muscle degeneration and con- 
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Within certain limitations, some respiratory viral diseases 
can be identified clinically. Herpangina, caused by Group A 
Coxsackie viruses, characteristically occurs during the summer 
in children—is identified by pharyngeal vesicles. 

Of diseases caused by adenoviruses, pharyngoconjunctival fever 
is the best known and most easily recognized. 

Influenza and infectious mononucleosis are old familiars. 


Respiratory Viral Diseases 


AND HENRY G. CRAMBLETT, M.D. 


Department of Pediatrics 
University Hospitals 
Towa City, Iowa 


comitant spotty flaccid paralysis, with no significant 
central nervous system lesions. Group B viruses in 
suckling mice produce encephalomyelitis, focal myosi- 
tis, and necrosis in the viscera and fat pads. Grossly, 
the mice exhibit tremors and generalized spasms. 

The two groups of viruses may be differentiated 
clinically by the types of illness they produce in man. 
The Group A Coxsackie viruses are responsible for 
herpangina and other minor upper respiratory ill- 
nesses occurring characteristically in the summer 
months. One member of this group, type 9, has also 
been indicted as a cause of the syndrome of aseptic 
meningitis. Still other members of the group may cause 
other diseases. 

There are now recognized more than 20 different 
types of Group A Coxsackie viruses. Seven of these 
types (A-2, A-3, A-4, A-5, A-6, A-8 and A-10) have 
been shown specifically to cause herpangina. These 
and other types probably cause febrile pharyngitis and 
other minor respiratory illnesses during the summer. 
Since there is nothing clinically characteristic about 
the latter, only herpangina will be discussed in detail. 


HERPANGINA 


The first clinical description of herpangina was 
given in 1920 by Zahorsky. It was not until 1951, how- 
ever, that it was established that a specific virus was 
responsible for the disease. 

Herpangina characteristically occurs in the summer 
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HERPANGINA* 

Signs and Symptoms Per Cent 

q (duration—2 days, range— 

1-4 days) 

8 Anorexia, dysphagia or 

Abdominal pain 21% 

Convulsions................ 5% 

Nonpurulent conjunctivitis... 3% 

ee *Summary of 68 patients (from Par- pe 

& rott and Cramblett). 4 

Table 1. 


PROPERTIES OF THE ADENOVIRUSES* 


1. Production of unique cytopatho- 
genic effects in HeLa cell cul- 
tures 


2. Apathogenic for laboratory 
animals 

3. Ether resistant 

4. Heat labile (56°C. for 30 min.) 

5. Filtrable (sintered glass, Mandler) 

6. Resistant to antibiotics 

7. Type-specific neutralization 

8. Group reactive C. F. antigens and 
antibodies 

9. Soluble antigen 


*Taken from Rowe, et al. 


months, mainly in children. The onset is usually quit: 
sudden, and the first manifestation is usually fever. 
Often the latter is quite high, and occasionally the ill- 
ness is ushered in by a febrile convulsion. Othe: 
symptoms include headache, sore throat or dysphagia, 
vomiting and abdominal pain. Table 1 summarizes the 
symptoms in 68 patients. 

Clinical diagnosis is dependent on finding the 
specific vesicular lesions of the disease. These appear 
in the posterior oropharynx, on the anterior pillars of 
the tonsillar fauces, uvula and tonsils. A typical lesion 
develops over a period of 24 hours, appearing first as a 
papule and progressing to a vesicle filled with a clear 
fluid. The vesicle soon ruptures and leaves a superficial 
punched-out ulcer with surrounding erythema. The 
ulcer often becomes covered with a thin exudate. 
Frequently when we examine a child, we find only the 
latter lesion. In the absence of recognizable lesions, 
one cannot make a clinical diagnosis of herpangina; 
when these are present and typical, the diagnosis 
should be apparent. 

In doubtful cases the seasonal incidence of the 
disease during the summer months or the known 
presence of an epidemic are helpful. The disease most 
commonly confused with herpangina is infectious 
gingivostomatitis due to the herpes simplex virus. The 
latter does not have a particular seasonal incidence. 
More important, the lesions are characteristically lo- 
cated in the oral cavity involving the gums, lips, buccal 
mucosa and tongue. The single most reliable differen- 
tial point between these diseases is the location of the 
lesions. The white cell count is within the normal 
range or in half the cases slightly elevated (15,000). 

There is no specific treatment for herpangina. Re- 
currences are not uncommon, since immunity to one 
attack is only type specific. 


Group B ILLNESSES 


Generally, Group B Coxsackie viruses cause epi- 
demic pleurodynia and aseptic meningitis. However, 
minor upper respiratory illnesses often accompany 
these syndromes, and, in children particularly, may be 
the only manifestation of the infection. In addition, on 
clinical grounds, there is reason to believe they may 
cause pancreatitis, orchitis and mesenteric adenitis. 


Ilinesses Caused by Adenoviruses 


A number of the viruses of this group have been im- 
plicated as the cause of upper respiratory illness. The 
first member (type 3) of the group (formerly known as 
the APC viruses, the ARD viruses and the RI viruses) 
was initially isolated from degenerating adenoids 
grown as explants in tissue culture, and later from 
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patients with acute respiratory disease. The more im- 
portant properties of the adenoviruses are summarized 
in Table 2. 

There are now recognized at least 14 antigenically 
distinct types of adenoviruses. They share a common 
soluble antigen which can be employed in the comple- 
ment fixation test for identification of the entire group. 
Individual types are identified by specific tissue culture 
neutralization tests. 

The source of isolation and disease associations of 
the first 11 types are shown in Table 3. Three addition- 
al adenoviruses have not as yet been given specific type 
numbers: one isolated from the feces of a child with 
Niemann-Pick disease, and two isolated from a mon- 
key and chimpanzee. 

Pharyngoconjunctival fever, the disease produced by 
type 3, is the best known and most easily recognized. A 
summary of the symptoms and signs commonly asso- 
ciated with this infection is presented in Table 4. The 
characteristic disease pattern is most likely to be seen 
during epidemics. The onset is fairly sudden with 
fever which may be very high, particularly in adults, 
associated with pharyngitis, cervical lymphadenopathy 
and conjunctivitis. The latter consists primarily of 
superficial inflammation and injection of the vessels of 
both the bulbar and palpebral conjunctivae, unilateral 
or bilateral. Sporadic and endemic cases may show 
only one or a combination of thé major manifestations. 
The disease may occur at any time of the year, though 
epidemics have been mainly confined to the summer 
months. 

In characteristic form, this disease entity should be 
recognized clinically with little difficulty. In the differ- 
ential diagnosis of pharyngoconjunctival fever, one 
must consider several other viral infections. Among 
these, influenza may be similar but usually causes 
greater involvement of the respiratory tract and more 
severe generalized symptoms. The prodromal period of 
rubeola may be quite similar to pharyngoconjunctival 
fever. However, the appearance of Koplik spots in 
measles is a differentiating factor, as is the rash. Strep- 
tococcic pharyngitis produces usually a more intense 
erythema with greater submandibular cervical lympha- 
denopathy than does disease caused by type 3 adeno- 
virus. If conjunctivitis is the most prominent present- 
ing complaint, diseases such as leptospirosis must also 
be considered. 

In addition to type 3, type 7 adenovirus has been 
found associated with outbreaks of pharyngoconjunc- 
tival fever, and occasional sporadic cases have been 
ascribed to infection with types 1, 2, 5 and 6. 

Disease due to type 4 adenovirus has been extensively 
studied and well described. It does not present a clini- 
cally recognizable syndrome. Table 5 summarizes the 
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HUMAN SOURCES OF ADENOVIRUSES 
Source Types 
Tonsils, adenoids... .1, 2, 3, 4, 5, 6 
Febrile pharyngitis. ...... 
Pharyngoconjunctival fever 
3G, 2,5, 6.7) 
Acute respiratory disease. ..... 4,7 
Kerato-conjunctivitis............ 8 
Catarrhal conjunctivitis. ...... 6, 10 
Poliomyelitis survey.......... 9, 11 


Table 3. 


PHARYNGOCONJUNCTIVAL FEVER* 


Frequency 
Symptoms Per cent 
Malaise, weakness............. 72 
Frequency 
Signs Per cent 
Fever 102—104°F. for 4—5 days... 90 3 
Cervical adenopathy........... 75 
Posterior adenopathy... ... 66 
50 
Conjunctivitis. 75 


Table 4. 
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PERCENTAGE OF PATIENTS 
SHOWING SYMPTOMS AND SIGNS 
IN TYPE 4 ADENOVIRUS INFECTION* 


Nausea-vomiting 
Eye ache 
Chest pain 


*Summary of 33 patients (Hilleman, 
et al.) 


manifestations of this infection. This illness has oc- 
curred mainly as epidemics in military recruits. 

Finally, many if not all of the adenovirus types 
probably produce clinically undifferentiated respir- 
atory disease. 


Influenza 


There are three distinct, immunologic types of in- 
fluenza virus, types A, B and C. A fourth, type D, 
found in Japan, has been proposed, but has not yet 
been fully established as a new type. Although the 
strains within type C seem to be antigenically homogen- 
eous, such is not the case with those belonging to types 
A and B. There are also certain differences in the se- 
verity and extent of disease outbreak produced by the 
three types. Type A has caused the most extensive and 
severe outbreaks. Type B has also caused large out- 
breaks but is more apt to be associated with sporadic 
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“SUMMARY OF SYMPTOMS 


AND SIGNS OCCURRING 
IN AN INFLUENZA EPIDEMIC 
DUE TO TYPE A* 


Symptoms 


Muscular pains 
Sore throat 


Signs 


Cyanosed lips 
Conjunctival abnormality 
Nasal obstruction 


Duration of fever.......... 3.6 Days 


Maximum temperature... . .101.2°F. 
(Average) 


*Modified from Stuart-Harris. 
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Observed alteration of voice... . 58 : 
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Nasal discharge............... 22 
Injected pharynx ............. 73 4 
Cervical gland enlargement..... 38 
Abnormal chest signs.......... 23 
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cases. Type C is usually related to sporadic cases or 
mild limited outbreaks. Furthermore, new antigenic 
types of the A and B viruses, often bearing but slight 
immunologic relationship to prior types, continue to 
appear. This multiplicity of viral types and apparent 
mutability of type A and type B virus allows for re- 
peated large-scale epidemics of influenza. A summary 
of the symptoms and signs occurring in an epidemic 
is shown in Table 6. 

The incubation period is 24 to 48 hours and the on- 
set is usually abrupt. Predominant early symptoms are 
headache and shivering. Sore throat is not a common 
early symptom. Coryza or nasal obstruction and cough 
are usually present. The patient rapidly becomes more 
ill with general symptoms of anorexia, muscular aching 
and prostration out of proportion to the respiratory 
symptoms and signs. The temperature rises rapidly 
to 103°F. or higher and persists for an average of 
72 hours. There is nothing characteristic about the 
fever pattern. Other common symptoms are dizzi- 
ness, sweating, chest pains, nausea and vomiting. 
Cough continues and is often the last symptom to 
disappear. 

In the presence of an epidemic, the clinician can 
recognize influenza with a high degree of assurance. 
The mild or sporadic case defies etiologic definition 
without recourse to laboratory aid. 


Infectious Mononucleosis 


While not of proved etiology, infectious mononu- 
cleosis is presumed to be a viral disease. Although it is 
a generalized illness with varied manifestations aside 
from those related to the respiratory tract, early in the 
disease it may be confused with the more strictly 
respiratory entities. Usually there is the onset of low- 
grade fever. Sore throat may or may not be present 
initially. There may be a diffuse erythematous pharyn- 
gitis, a follicular tonsillitis and pharyngitis, an ulcer- 
ative or a membranous pharyngitis. The cervical nodes 
usually enlarge first, followed shortly by a generalized 
lymphadenopathy. Lymphocytosis, with the appear- 
ance of characteristic atypical lymphocytes in the 
peripheral blood, and a rise in heterophile antibody 
titer are essential for confirmation of the diagnosis. 
The throat lesions are more commonly confused 
with those due to streptococcic pharyngitis than with 
those due to any of the preceding viral diseases. Gen- 
eralized lymphadenopathy is perhaps the most valua- 
ble clinical criterion in differentiating this illness from 
the viral respiratory diseases. 


4 ccupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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1865 and, as has been amply confirmed, is capable »f 
producing an antileukemic effect. However, because >f 
its toxicity, arsenic is no longer used. The same ge:i- 
erally may be said for benzene and many of the subse- 
quent compounds. Six of the nine compounds most 
frequently used were introduced after 1945, reflectiig 


Although leukemia remains incurable, therapy 
can relieve symptoms and, in some instances, 
prolong life. Chronic smyclogenous leukemia 


and x-irradiation. Chlorambucil may become 
the agent of chowe in chronic lymphocytic leukemia. 
Acute leukemias respond to folic acid antagonists, 


The Treatment of Leukemia 


From the Chemotherapy Service, General Medicine Branch 
National Cancer Institute, National Institutes of Health 


responds equally well to myleran 


6-mercaptopurine and corticosterotds. 


EMIL FREI, Ill, M.D. 


Bethesda, Maryland 


‘THE TREATMENT OF LEUKEMIA remains dominated by the 
fact that resistance to all forms of therapy ultimately 
occurs. Thus the disease remains incurable. Neverthe- 
less, important advances in the management of leu- 
kemia have been made, particularly in recent years. 

The leukemias are a heterogenous group of diseases. 
The major categories of the leukemias relate to chro- 
nicity (acute or chronic), and the morphologic type 
of disease (myelocytic, lymphocytic or monocytic). 
Not only is the natural history different for these vari- 
ous categories, but response to therapy may differ 
greatly. Certain forms of therapy may favorably affect 
the course of chronic leukemia and adversely affect the 
course of acute leukemia. 


Chronic Leukemias 


There are more forms of therapy that favorably af- 
fect the course of chronic myelogenous leukemia than 
any malignant disease process. The historic develop- 
ment of the therapy of chronic myelogenous leukemia 
is presented in Table 1. Arsenic was introduced in 


the accelerating pace of activity in this field. Also it 
should be pointed out that of these more recently in- 
troduced compounds, most are related to nitrogen 
mustard. These include myleran, chlorambucil, Thio- 
TEPA and triethylene melamine. 

In the early stages of chronic lymphocytic leukemia, 
particularly if there are no constitutional symptoms, 
treatment may be withheld. However, with the devel- 
opment of fever, night sweats, weight loss, anemia or 
fatigue, in either chronic lymphocytic or myelocytic, 
therapy should be instituted. 

X-irradiation therapy of leukemia was introduced 
by Senn in 1903. It is clearly the treatment of choice 
for localized symptomatic leukemic infiltrates. In 
terms of systemic antileukemic effect there is no form 
of chemotherapy that is superior to x-irradiation. 

The chemical compounds that are most promising 
in the treatment of chronic leukemia belong to the 
class known as alkylating agents. An alkylating agent 
is a compound that is capable of undergoing internal 
ionization as shown in Figure 1. The ionized and posi- 
tively charged alkyl radical then combines with nega- 
tively charged compounds in tissue. Investigators at 
the Chester Beatty Institute in Great Britain have done 
extensive work on these agents and have found evi- 
dence that the important biologic action, at least in 
terms of its antitumor effect, is dependent upon the 
fact that the alkyl radical combines with the phosphate 
moiety of desoxyribonucleic acid (DNA) and thereby 
interferes with cell division. 

The early enthusiasm for nitrogen mustard and 
other alkylating agents in the treatment of leukemia 
was followed by a wave of pessimism when it was 
learned that the biologic activity of alkylating agents 
resembled that of total body x-irradiation. Indeed 
these compounds acquired the name “radiomimetic 
drugs.” It was thought that the alkylating agents could 
not achieve a greater effect than x-ray therapy. Never- 
theless, a certain degree of specificity of alkylating 
agent activity in terms of biologic effect has been 
achieved. The more important one from the practical 
point of view has been the demonstration that an alky- 
lating agent, myleran, is capable of selectively depress- 
ing granulocyte production in rats. Lymphocytes were 
irregularly depressed. In contrast to this, chloram- 
bucil, another alkylating agent, has a selective effect 
on the lymphocytes. This immediately suggests that 
myleran might be a selectively potent agent in chronic 
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myelogenous leukemia and chlorambucil in chronic 
lymphocytic leukemia. And indeed myleran today is 
perhaps the chemotherapeutic agent of choice in 
chronic myelogenous leukemia. Although experience 
with chlorambucil is more limited, it may well become 
the agent of choice in chronic lymphocytic leukemia. 

Therapy should be instituted in the early, fairly 
stable or slightly progressive, symptomatic stage of 
chronic myelogenous leukemia. There is no clear-cut 
difference between myleran and x-irradiation in terms 
of beneficial effect. Myleran is less expensive than total 
body or splenic irradiation, and myleran only rarely 
causes toxic effects. Resistance ultimately occurs to all 
forms of therapy, so that remissions become progres- 
sively shorter in duration. However, cross resistance 
does not occur, and a patient no longer responding to 
radiation may have an adequate and long remission 
induced by myleran. The reverse is also true. It is not 
yet known whether resistance to myleran means re- 
sistance to all alkylating agents. One of the other 
agents, such as colcimid or urethane, should be ad- 
ministered to a patient with active disease who is re- 
sistant to x-ray and myleran. 

Finally, resistance to all agents occurs. This may 
take the form of an exhausted marrow or an accele- 
rating rate of the leukemia process. This phase of 
chronic leukemia, the acute phase, is quite resistant 
to therapy, although occasionally transient improve- 
ment can be achieved with 6-mercaptopurine. 

There is no clear evidence that any available therapy 
prolongs survival of patients with chronic leukemia. 
However, it is very clear that these agents do exert a 
beneficial effect in terms not only of lowering an ele- 
vated white count, but also improving hemoglobin, de- 
creasing size of organs, and alleviating constitutional 
symptoms, such as weight loss, fever and fatigue. 


Acute Leukemias 


Let us now turn to the acute leukemias which rep- 
resent very different problems in therapy. There are 
three categories of chemical agents capable of inducing 
an antileukemic effect in acute leukemia. These are il- 
lustrated in Table 2. Two of these three belong to the 
general class of compounds known as antimetabolites. 

Much of the experimental work with anticancer 
agents is based on the concept of metabolic interfer- 
ence. An antimetabolite is a substance that resembles 
its parent compound closely enough so that it enters 
the same metabolic system but differs enough so that 
it may block that system by any of a variety of ways. 
The specific mechanisms of interruption or blocking 
are, {or the most part, incompletely understood, and 
are under intensive investigation. If one could discover 
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CHRONIC MYELOGENOUS LEUKEMIA: 
Historic Development of Therapy 


Arsenic—1865—Lissauer 
X-radiation—1903—Senn 
Benzene—1912—Korany] 
Nitrogen mustard—1946—Goodman al. 
Urethane—1946—Paterson et al. 

Triethylene melamine—1951—Karnofsky et al. 
Myleran—1953—Haddow and Galton 
6-Mercaptopurine—1953—Burchenal 
Chlorambucil—1954—Paterson 
Demicolcin—1954—Moeschlin 
Triethylene thiophosphoramide—1956—Shay 


Table 1. 


ACUTE LEUKEMIA: 
Historic Development of Therapy 


Folic acid antagonists—1948—Farber 
Corticosteroids—1949—Pearson 
6-Mercaptopurine—1953—Burchenal 


Table 2. 
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a qualitative difference in the metabolism of malignant 
cells as opposed to normal cells and direct antimeta- 
bolic activity at this qualitative difference, a curative 
agent might be produced. However, such a difference 
has not been found, and a great deal of empiricism ex- 
ists in this approach to chemotherapy. 

Response to therapy in patients with acute leukemia 
is markedly influenced by the age of the patient and 
the morphologic type of disease. All three of the above 
compounds are active in childhood acute lympho- 
blastic leukemia, and remissions can be induced in the 
majority of such patients. 

Acute leukemia is often a fulminating disease. 
Though the folic acid antagonists and 6-mercapto- 
purine produce longer remissions than do corticoste- 
roids, there is a delay of from two to eight weeks before 
remission occurs. As many patients are acutely and 
critically ill when first seen, a more rapid effect 
is desirable. It is here that corticosteroids have their 
primary advantage, because their antileukemic effect 
is exerted immediately, often in a matter of hours, 
and usually in a few days. Steroids have the disadvan- 
tage that the remissions induced are relatively short. 

An example of such a patient is a 2-year-old girl 
who on admission had a white count of 80,000, pneu- 
monia and congestive failure. Because of her moribund 
state, hydrocortisone was given intravenously on the 
day of admission. Within 36 hours, the white count 
fell from 80,000 to 300. This profound dissolution of 
leukemia tissue was manifested not only in a falling 
white count, but the spleen and liver size was reduced 
very markedly, and the serum uric acid became ele- 
vated to a level of 16 milligrams. Shortly thereafter, on 
the fourth day, Methotrexate was started. The platelet 
count rise occurred within approximately two to three 
weeks. This child remained in remission for about six 
months. This case illustrates the rapidity of the anti- 
leukemic effect of hydrocortisone as well as the evolu- 
tion of some of the hematologic changes. 

The folic acid antagonists and 6-mercaptopurine 
depress marrow function. In leukemia, where marrow 
function is already compromised, patients must be 
under close observation during their use. The drugs 
also adversely affect the alimentary tract, as mani- 
fested by oral ulcers, nausea, vomiting and diarrhea. 

In acute leukemia, unlike chronic leukemia, there is 
evidence that patients today live longer than they did 
ten years ago. Then the median survival for children 
with acute leukemia was four months. At the present 
time the median survival for children is 12 months. I 
have considered only “specific” therapy. The manage- 
ment of complications, as well as supportive and 
symptomatic care, is of major importance and has con- 
tributed to improved survival. 
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Diagnosis of Pheochromocytoma 


In asovur two-thirds of cases of pheochromocytoi there 
is a sustained hypertension. Retinal changes, car liac en- 
largement. and other stigmas of hypertension may be pres. 
ent incidentally. Sometimes the diagnosis of phe: hronio- 


cytoma is made more evident because there are signs off 


hypermetabolism, such as tremor, glycosuria, an .}normal 
glucose tolerance curve (diabetic type) and tachycardia, 
However, many cases merely simulate “essential” hyper- 
tension, 

In the other. one-third of pheochromocytoma cases, 
hypertension is paroxysmal. The episode of hypertension 
is sometimes precipitated by an operative procedure, a 
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famge in posture, or pressure on the patient’s flank. 
farmg the episode there may be palpitation, sweating, 
feadache and occasionally gastrointestinal symptoms. 
Giafirmation of the diagnosis of pheochromocytoma can 
Sewpained by demonstrating a high output of catechol 
limes in the urine. However, this test is not readily avail- 
and is therefore usually reserved for use as a final step 
Memiagnosis or for yse in those cases in which simpler 
fagnostic tests have produced equivocal results. Those 
Mpier diagnostic tests have a high order of reliability 
wemtney are properly used, as exemplified in the follow- 
cases. 


mine (Regitine) Test 
Ge 1. A 25-year-old man was found to have hyper- 
amen (blood pressure 200/120) on a routine physical 
Samunation for military service. He was asymptomatic and 
fest of his physical examination was normal. Routine 
me of blood and urine and an estimation of the blood 
mitrogen yielded normal results. To be sure that the 
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Rat there are two phases in the response to histamine—a 
mstent Soll, then a vise in blood pressure. 
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test. 


patient did not have labile hypertension due to excitement, 
the blood pressure was measured repeatedly during the 
physical examination, at later office visits, and finally under 
sedation with amobarbital sodium. The blood pressure 
remained elevated. 

Under the circumstances of this case, it was decided to 
test the reaction of the patient’s blood pressure to admin- 
istration of phentolamine. As a preliminary, it was neces- 
sary to be sure that the patient had not been taking either 
sedatives or antihypertensive agents previously. (Anti- 
hypertensive agents should be omitted for at least two 
weeks before a phentolamine test.) 

Figure I shows the results of the phentolamine test. A 
positive result for a diagnosis of pheochromocytoma was 
indicated by a fall in diastolic blood pressure greater than 
25 millimeters of mercury. The maxima] depressor effect 
of phentolamine usually occurs two minutes after injection. 
Flushing, tachycardia and dizziness are usual side effects 
at that time. The administration of a small amount of 
normal saline solution intravenously before phentolamine 
is injected is important for the purpose of excluding a 
placebo effect. 

In the case described, the diagnosis of pheochromocy- 
toma was confirmed at operation. 


Histamine Test 


Case 2. A 40-year-old woman had developed episodes 


of: sweating and palpitation associated with vomiting. 


There had been ne opportunity to record her blood 
pressure during an attack, but the description suggested 


paroxysmal hypertension due to pheochromocytoma. In — 


an interval between attacks, the blood pressure was 120/80 
millimeters of mercury. 

For this patient, a histamine-provocative test was chosen. 
Figure 2 illustrates the typical positive response—a rise of 


diastolic pressure greater than 30 millimeters of mercury 


following a preliminary transient fall in blood pressure. 


_ That immediate precipitous drop in blood pressure (both 
_ systolic and diastolic) within the first 30 seconds after 


injection of histamine is an essential finding in a “positive” 


The histamine test is best performed by injection of the 


test material (placebo and later histamine) into the tubing 


of an intravenous apparatus through which glucose solu- 


tion is running continuously. The histamine must be in- 
_ jected rapidly, and benzodioxane should be available for 
control of a pressor effect that gets out of hand. This test 
should be reserved for patients in whom the basal blood 


pressure is 150/100 millimeters of mercury or lower.— 


Positive histamine test in patient with pheock ton 
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Gingivitis, trench mouth and pyorrhea are periodontal diseases for 
which extraction of all teeth is not proper treatment. When severe. 
these diseases are real threats to health. However, most cases can 
be cured and the mouth restored to a normal state. Responsibility 
for prompt care often rests with the physician who may see the 
patient before the dentist. The oral examinations of both prac- 
titioners complement each other. 


CARL STONER, D.D.S. 


New London, Connecticut 


The Role of the Physician in the Management 
of Periodontal Disease 


PERIODONTAL DISEASE is the pathologic involvement of 
the hard and soft tissues surrounding the teeth. 
Disease of these tissues, the gingiva, periodontal mem- 
brane and alveolar bone are more commonly known 
as gingivitis, trench mouth and pyorrhea. Diseases of 
the oral mucous membrane; such as acute herpetic 
gingivostomatitis, aphthous stomatitis and leukoplakia 
are not included in this discussion. 


Significance of Periodontal Disease 


It is surprising today to find a great many medical 
practitioners who look upon periodontal disease as an 
unimportant entity. Even when recognizing its in- 
sidious nature, they think that extraction of the teeth 
is the only course of treatment consistent with the 
health of the patient. These physicians are apparently 
unaware that, at best, artificial dentures are only about 
20 to 25 per cent as efficient as a fair set of natural 
teeth. Except for cases that have been neglected be- 
yond help, the diseased gums can be treated suc- 
cessfully today without extraction of the teeth. 

Several other points bear emphasis: 

1. Periodontal disease affects a large percentage of 
the adult population. 

2. More adults’ teeth are lost due to periodontal 
disease than from caries. 
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3. Most teeth that are lost could have been saved by 
proper treatment. 

4. On the basis of present day knowledge of diag- 
nosis and treatment of this condition, people may 
rightfully expect to maintain healthy dentitions for life. 


The Role of the Physician 


The physician may encounter the periodontal pa- 
tient in one of two ways: During routine examination 
of a patient who has come directly to him, or through 
referral from the dentist for a medical work-up pre- . 
liminary to dental treatment. Since a large portion 
of the adult population is afflicted with periodontal 
disease, it is possible that the examining physician 
may be the first to suspect its existence in an in- 
dividual. Pain is not always present, and since many 
patients do not recognize other symptoms as indica- 
tive of pathology, they are very often completely un- 
aware of its presence. Certainly the signs and symp- 
toms of this condition should be known to all doctors, 
not only to help preserve the teeth, but also as an aid 
to the necessary safeguarding of the patient’s general 
health. 

The physician should be able to recognize the signs 
and symptoms of periodontal disease so that proper 
treatment by the dentist can save the teeth. He should 
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know what systemic effects can result from the exist- 
erice of the untreated condition. He should be aware 
of the gingival manifestations of systemic disease and 
he should be aware of the ways in which systemic 
disease can complicate existing periodontal disease. 
Finally, the physician must evaluate the patient’s 
health and advise the dentist concerning factors that 
limit the dentist’s treatment plan. 


The Physical Examination 


During routine physical examination for a condi- 
tion other than periodontal disease, it is, of course, 
standard procedure for the physician to examine the 
oral cavity. Here, unfortunately, many physicians 
have developed a “blind spot.” This part of their 
examination is too often limited to the dorsal surface 
of the tongue and the pharyngeal area. Apparently 
this is based on the assumption that either the dental 
and periodontal tissues do not have an important 
bearing on the general health of the patient, or that 
the patient is being seen occasionally by his dentist, 
thus precluding the possibility of existent pathology. 
The latter assumption might be justified except that 
some dentists have had but limited training in the 
field of periodontology. 

In fact, so much knowledge has been gained in re- 
cent years in this field that it has been established as a 
recognized specialty in dentistry. Periodontists, with 
extensive advanced training, are qualified to manage 
cases of complex nature, while routine periodontal 
problems are within the scope of the average general 
practitioner of dentistry. 

Too often, if the physician does recognize a patholo- 
gic condition in the dental area, such as badly broken 
down carious teeth or pus from the gums, he will as- 
sume that the condition is untreatable and either ig- 
nore it, or recommend complete extraction. The den- 
tist often will bow to the physician’s superior au- 
thority concerning the threat to the patient’s general 
health and will extract all the teeth. Although ex- 
traction will eliminate the infection, it condemns the 
patient to the life of a dental cripple with a far-from- 
satisfactory crutch, full artificial dentures. In many 
cases, proper periodontal treatment would have re- 
stored the mouth to a state of health, with retention 
of the teeth (Figures 1 and 2, 3 and 4, 5 and 6). 

Following are the signs and symptoms that the 
physician should note during his examination (Figures 
1, 3, 5, Zand 8): . 

1. Bleeding gums. 

2. Purulent exudate at the margin of the gums or 
that can be expressed when the finger is pressed 
against the gums near the margin. 
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Figure 1. Chronic destructive periodontal disease (periodontitis). The 
interdental papillae have been destroyed. The gingival margin is 
enlarged, rounded, retractable and bluish-red in color. A purulent 
exudate is present. Some teeth are loose. 


Figure 2. Same case after proper treatment. There has been regen- 
eration of the interdental papillae. The gingival margin is knifelike 
at its attachment to the tooth. There is no bleeding or exudation. The 
teeth are firm. The large dark areas of gingiva are melanin pig- 
mentation, normal for this patient. 


Figure 3. Gingival disease caused primarily by an unhygienic condi- 
tion of the teeth. Excessive calculus formation is evident. The gingiva 
is hyperplastic and bleeds easily. 
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Figure 4. Surgical removal of hyperplastic tissue along with meticu- 
lous cleaning of all tooth surfaces has restored this mouth to ex- 
cellent health. 


Figure 5. Acute necrotizing gingivitis (Vincent’s). The gingiva are 
enlarged and bleed easily. There are numerous areas of necrosis of 
the interdental papillae. Note necrosis and ulceration at lower in- 
cisor and upper canine areas. Severe pain was present. This patient 
had been treated with penicillin for a long period of time for recur- 
rent attacks and had been on penicillin therapy for a week when this 
photograph was taken. Penicillin was discontinued and local ther- 
apy instituted, aimed at meticulous cleansing of the areas both by 
the dentist and by the patient at home. Recommendations were made 
pertaining to rest and diet. Remission of symptoms was immediate. 
Surgical contouring of the gingiva was then instituted to prevent 
food entrapment which would predispose to future attacks. 


3. Any slight degree of looseness of the teeth. 

4. Foul taste or breath. 

5. Pain in or around the teeth, from heat, cold or 
chewing. 

6. Recession of the gums, exposing the root sur- 
faces of the teeth. 

7. Enlargement of the gums with rounded edges 
(instead of the natural tapered form). 

8. Changes of color of gums to red. (The natural 
color is pink.) 
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9. Punched-out crater appearances between tli 
teeth where the gingival papilla normally exists. 

10. Excessive wearing (abrasion) of the teeth. 

Any of the above may occur singly or in multiples 
and should make the physician suspicious of peri- 
odontal disease. Further questioning of the patient 
concerning his dental experience will determine tlic 
proper action. In most instances, am appointment 
should be made with the patient’s dentist or a peri- 
odontist for a complete oral examination, including 
x-rays and the making of plaster models to study thie 
occlusion. (Occlusal trauma is an important etiologic 
factor.) In such cases, it is important that the physician 
inform the dentist of the reasons for his suspicions, 
the general health of the patient, any specific diseases 
present, any medication taken by the patient and the 
limitations or precautions that are necessary. 


The Nature of Periodontal Disease 


Periodontal disease usually begins as inflammation 
of the margin of the gingiva. At this stage it is called 
gingivitis. The most frequent causes of this condition 
are: collection and retention of food debris, accumula- 
tion of tartar around the teeth, ineffective oral hy- 
giene, mouth breathing and other factors of local ori- 
gin. This may be complicated by systemic factors such 
as lowered general resistance or nutritional disorders. 
In these conditions the systemic background of the 
patient acts as a conditioning factor so that the gingival 
response to local irritation is altered or highly exag- 
gerated. 

All too often cases of gingivitis seen by the physi- 
cian are treated by giving the patient systemic therapy 
with complete disregard for the local causative factors 
that are always present. Sometimes this treatment is 
followed by a partial temporary improvement in gingival 
appearance and comfort due to the relief of the sys- 
temic factor causing the exaggerated symptoms. But 
the patient is left with his original chronic gingivitis. 

Special mention should be made of the condition 
known variously as Vincent’s infection, trench mouth 
or acute necrotizing gingivitis. It is common practice 
for the physician to treat this condition solely with 
penicillin. This practice is particularly pernicious in 
that the temporary improvement lulls the patient in- 
to a false sense of complete cure. This patient will 
not seek further for the more definitive treatment that 
is necessary to cure completely the disease and will 
continue to suffer recurrent attacks with progres- 
sive destruction of the underlying supporting tissues 
(Figures 5 and 6). 

Vincent’s infection has an extremely complex 
etiology. Although bacteria are one of the important 
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factors, the limitation of treatment to antibiotics is an 
oversimplification that must be condemned. 

Since gingivitis, as such, is limited to the gingiva, it 
is a reversible condition. Proper therapy rendered in 
time can result in a complete cure with return of the 
tissues to normal. When gingivitis is neglected or in- 
adequately treated, the disease progresses to the 
deeper structures—the periodontal membrane and 
alveolar bone—causing destruction of these tissues. 
For all practical purposes this is an irreversible process 
and is called chronic destructive periodontal disease or 
periodontitis (Figure 1). This irreversibility does not 
mean that it is not treatable. If the condition is diag- 
nosed and properly treated in time, the destructive 
process can be halted. If sufficient supporting bone 
remains, the teeth can be retained in a state of health 
(Figure 2). The key to success is very often the stage 
of the destructive process at which treatment is in- 
stituted. The earlier the treatment, the better the 
chances for success. 

It should be emphasized that all cases of advanced 
periodontal disease must be either treated or the teeth 
extracted. If a case is found to be definitely hopeless, 
then it is recommended that the teeth be extracted at 
once. The practice of retaining diseased teeth so that 
the patient “can keep them as long as possible” is 
inconsistent with the patient’s health. This cannot be 
condoned. Although bacteria are not a primary 
etiologic agent, once the disease is established, second- 
ary invasion by bacteria always occurs. Large areas of 
chronic infection are always present. This not only 
serves to aggravate the periodontal situation but also 
becomes a constant menace to the general health of 
the individual. 

In an otherwise healthy person, body defenses are 
continuously taxed in attempting to combat and pre- 
vent the spread of infection. In a person already af- 
flicted with systemic disease, such as valvular heart 
disease or diabetes, there may exist an actual threat to 
life. It has been repeatedly shown that in a person with 
periodontal disease the mere chewing of wax (or food) 
will create a transient bacteremia. Consider the signi- 
ficance of this fact in a patient with rheumatic heart 
disease. 

It is not within the scope of this paper to discuss in 
detail the various procedures employed by the dentist 
in diagnosis or therapy. However, it should be clearly 
understood that diagnosis is arrived at only after com- 
plete analysis of all contributing factors, both systemic 
and local. Treatment must be aimed at establishing 
the physical well-being of the patient and then in- 
stituting local therapeutic procedures to eliminate all 
etiologic factors. It may be necessary to correct: sur- 
gically the altered morphology of the tissues resulting 
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Figure 7. Gingival hyperplasia due to diphenylhydantoin sodium. 
This patient, female, age 15, had received this drug for several years. 
The darker areas near the gingival margin are areas of inflamma- 
tion due to improper oral hygiene. This is a common complication in 
cases of diphenylhydantoin hyperplasia. Periodic surgical removal 
of the hyperplastic tissue is usua!ly necessary. (Courtesy of Dr. B. 
Orban, Chicago.) 


Figure 8. Guingivosis associated with menopause (also called 
desquamative gingivitis). White female, age 40. Gingiva and mu- 
cous membrane covering lips, palate and tongue appeared red, 
swollen and glossy; there were some superficial ulcerations and 
many small “whitish”? spots. (Courtesy of Dr. B. Orban, Chicago.) 
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from the chronic destructive process. In addition, it is 
extremely important that preventive measures be in- 
stituted. 

Many cases of periodontal disease can be discovered 
by the physician and referred to the dentist. However, 
many cases of periodontal disease will be referred to 
the physician from the dentist for examination. There 
are several reasons for this. The dentist may suspect 
that the periodontal disease is being complicated or 
aggravated by systemic disease. Or the dentist may 
wish to evaluate the patient’s ability to accept treat- 
ment. Further, he may desire recommendations con- 
cerning preoperative or postoperative medication. The 
physician should be told exactly what the dentist sus- 
pects of general disease. 


DIABETES 


Failure to inform the physician of any suspicions 
gained by the dentist in his oral examination may 
result in a wasted examination and the possibility of 
neglecting a serious condition. For example, when 
there is pre-existent periodontal disease in a diabetic 
patient, it is very often marked by the appearance of 
multiple periodontal abcesses. These abcesses may also 
occur in a periodontal patient who is not diabetic so 
that they are not diagnostic of diabetes. Accordingly, 
when several of them are seen by the dentist, it is 
prudent to ask the physician to perform tests, in addi- 
tion to the standard urinalysis, for a positive diag- 
nosis. Should it be found that the patient zs diabetic, 
the patient must be well controlled before the dentist 
proceeds with treatment. 

Incidentally, control of the diabetic condition will in 
no way alleviate the periodontal disease. This must be 
treated by the same standard local therapy as any other 
case of periodontal disease. Neglect of the condition 
places the health of the diabetic patient in constant 
jeopardy because of the continuous existence of an in- 
fected area of large magnitude. 

Although the treatment of periodontal disease by 
the dentist is primarily local in nature, the healing 
response by the patient is dependent upon systemic 
factors. The physician is not expected to be aware of 
all ramifications of local therapy. It is the responsibility 
of the dentist not only to inform the physician of sus- 
pected systemic ailments, but also to inform him of the 
nature of the intended treatment. For instance, if 
the physitian is informed that surgery of the gums is 
to be performed (gingivectomy), he may recommend 
specific premedication because of the patient’s medical 
background. 

In addition to diabetes, several other specific con- 
ditions require the close cooperation of the physician 
and the periodontal therapist. 
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Drucs 


Diphenylhydantoin (Dilantin) therapy for epileps) 
very often is accompanied by a proliferative change in 
the gingiva (Figure 7). This is one of the few times that 
changes can occur in the absence of local irritation, 
but it may also be accompanied by the previously dis- 
cussed complicating local factors. If the dentist is 
unaware that diphenylhydantoin is being used, he 
may be beguiled into an erroneous diagnosis. Surgical 
removal of the hyperplastic tissue will most often be 
followed by its subsequent regrowth. Even with aware- 
ness of the patient’s background, this is a particularly 
difficult condition to manage, since the exact nature of 
the manner in which diphenylhydantoin causes hy- 
perplasia is unknown. Use of the drug can rarely be 
discontinued. If a tendency to hyperplasia is noted (it 
does not always occur), it requires the continuous ef- 
forts of the periodontist and meticulous cooperation 
of the patient to keep the condition under control. 

A patient who is receiving cortisone or ACTH for 
collagen disease might react poorly to periodontal 
treatment, due to the fact that these drugs inhibit the 
normal inflammatory response of the tissues and re- 
tard healing. 

The dentist must also be aware of any existing al- 
lergies or drug sensitivities of the patient. 


PREGNANCY 


For many years textbooks described an inflam- 
matory gingival condition in pregnant women as 
“pregnancy gingivitis.” This varied from a mild gin- 
givitis to a marked hyperplastic involvement with 
hemorrhagic tendency. It was observed to clear up 
following parturition, and was considered as a specific 
entity attributable solely to the pregnancy. The 
majority of evidence today indicated that the condition 
is primarily one of local irritation manifested by an 
exaggerated response to the temporary hormonal 
changes of pregnancy. If untreated, the symptoms 
usually do subside somewhat, leading to the erroneous 
impression that it has completely disappeared. This is 
the experience of the typical patient, who after a few 
pregnancies and no periodontal treatment, finds that 
she has an advanced case of pyorrhea and must lose 
all her teeth. She blames the pregnaacies for her loss 
of teeth. Actually, had proper therapy been rendered, 
there would be no reason to expect any further pro- 
gressive periodontal disease. In this case, it is impor- 
tant to understand that the patient before her preg- 
nancy had periodontal disease which was never treated 
and which never did entirely clear up, despite the ap- 
parent remission of symptoms. 

In a patient who is pregnant and requiring peti- 
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odontal therapy, it is important for the dentist and 
physician to decide jointly if there are any specific pre- 
cautions to be taken. In some cases, it may even be ad- 
visable to perform only palliative treatment until after 
the baby is born. If this is the case, more definitive 
treatment must be instituted later or there will be 
further progression of the destruction process. 


MENOPAUSE 


It is not uncommon for women undergoing meno- 
pause to exhibit gingival symptoms (Figure 8). These 
symptoms most often will respond to standard thera- 
peutic procedures. They may, however, be caused by 
or complicated by the hormonal alterations taking 
place, and if so, any attempt at purely local therapy 
will result in failure. The cooperation of physician 
and periodontist will often produce gratifying results. 


Bioop Dyscrasias 


These are a complex group of conditions frequently 
associated with concurrent gingival disease. For the 
most part, the important considerations are the con- 
trol of hemorrhage, altered healing capacity and con- 
trol of infection spread. Consultation with the physi- 
cian is imperative and in the case of such conditions as 
the leukemias, periodontal therapy is limited strictly 
to maintenance of oral hygiene. Here, the long-range 
objectives of periodontal therapy are obviously of little 
importance. This approach is applicable to other pa- 
tients with reduced life expectancy. 


Hepatitis 


Hepatitis is introduced into this discussion not as a 
specific complication to periodontal disease but be- 
cause the dental office is an excellent place for inad- 
vertent transmission of the infection. It is known that 
persons with a history of infectious hepatitis may con- 
tinue to harbor the organism for some time after re- 
covery. The surgical procedures of periodontal therapy 


and, in particular, the needles used for local anesthesia 
can be and probably have been responsible for intro- 
ducing the offending virus into a patient. Although this 
virus is killed by autoclaving, it is extremely important 
that the dentist be aware of the patient’s medical his- 
tory so that special precautions can be taken to protect 
other patients, office personnel and the dentist him- 
self from this serious disease. 


CARDIOVASCULAR DISEASE 


In general, consideration of the patient’s ability to 
accept treatment is of primary importance here. Con- 
sultation between the periodontist and physician will 
determine the need for preoperative sedation, short 
and spaced appointments, and perhaps the need for 
limiting the extent of treatment. 

In rheumatic valvulitis the patient must be pro- 
tected against the flora in his own mouth. Of course, 
bacteria are always present in the mouth, but in the 
presence of periodontal disease, these bacteria are 
greatly multiplied. Among the many organisms pres- 
ent are several that have been shown to have a special 
affinity for a previously damaged heart valve. The 
manipulations of periodontal therapy could lead to 
disastrous results unless proper precautions are taken. 
These patients should be placed on antibiotic therapy 
at least one day previous to their dental appointment 
and this should be continued for at least 24 hours 
following dental procedures. The constant threat of 
bacteremia demands, however, that proper perio- 
dontal treatment be instituted. 

The foregoing group of remarks is not intended to 
give the impression that all cases of periodontal disease 
are accompanied by problems in management. They 
are the exceptions rather than the rule. The average 
case of gingivitis or chronic destructive periodontal 
disease can be treated completely and successfully by 
local therapeutic procedures with minimal or no 
systemic complications. 


Employee Health 
Benefit Programs 


Empoyee health benefit programs are a dynamic factor in the development of health in- 
surance. Large employers and unions are continuing to seek experimental health insurance 
policies or contracts with broadened coverage and scope of benefits. In some instances, where 


they find they cannot purchase the broad insurance coverage that they want, they are de- 
veloping their own self-administered program. In the future, the influence of employee health 
benefit plans may be expected to extend beyond the worker groups which they cover directly. 
They may well contribute to the evolution of health insurance plans which will provide more 
comprehensive benefits to the rest of the population as well. In this way they could help raise 
the level of protection against the costs of medical care for the nation as a whole.—Lois S. 


Reed, Pus. Heattu Rep., 72: 1079, 1957. 


107 


| 
t 
| 
4 
h 
Cc 
n 
it 
e 
4 
)- 
J 
d 
5 GP November 1958 = 


The personal conviction that you have cared for the 
patient honestly and intelligently is an extremely 
gratifying experience. It implies that care has been 
taken to consider the patient and his family in such 
matters as conversation, explanations of “‘trivial’’ 
disease, serious disease and fatal disease, and their 
desires to search for nonexistent cures. These matters 
share places with care in diagnosis and the use of 
consultations in the total care of the patient. 


The Care of the Patient 


DAVID WOOLFOLK BARROW, M. D. 


Permanent Medical Group 
Kaiser Foundation Hospital 
San Francisco, California 


So mucu has been learned and written about the treat- 
ment of disease that it might be prudent to pause and 
consider the patient. The human body has a prodigious 
capacity for recovery. This, added to the self-limited 
nature of many diseases, means that almost any thera- 
peutic regime— in fact none at all—will often eventuate 
in the patient’s recovery. In such disease, a real danger 
is the administration of some generally harmless agent, 
alleged to shorten morbidity or prevent complications 
to which any specific patient may be unduly sensitive. 
Agranulocytosis, liver necrosis and hemorrhage are 
but a few of the effects that can follow the use of agents 
ordinarily considered harmless. The number of such 
tragedies is small, but if the agent is not really needed, 
why use any? When the patient’s comfort is the sole 
consideration, simple medications suffice. 


Serious Vs. ‘Trivial’ Illness 


Having stated that much disease is trivial and self- 
limited, it must be emphasized even more strongly 
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that not all disease is trivial. No greater mistake ca‘: 
be made than not to be certain of the exact cause of 
the patient’s complaint before considering it either se- 
rious or trivial. The cough of acommon cold and that of 
cancer of the lung may be identical. The bleeding fro 
cancer of the rectum may be indistinguishable from 
that of hemorrhoids. The pyrosis of gastritis may be 
similar to that of cancer of the fundus. No physician 
can safely distinguish them without adequate observa- 
tion and examination. This does not mean that every 
patient with a cold should have a chest x-ray at his 
initial visit. But every patient with a cough should be 
followed iong enough to be certain that he has re- 
covered completely. Failing this, he should have an 
x-ray and a bronchoscopy and sputum examinations, 
and whatever else is necessary to establish beyond rea- 
sonable doubt why the patient coughs. The therapeutic 
trial is a wonderful “out” for disease presumed to be 
trivial, but must not be persisted in when unsuccessful. 

Even should the patient’s illness prove trivial, it is 
unwise for the physician to give the patient the im- 
pression that he considers it so without thorough in- 
vestigation. His illness seemed serious enough to him 
to pay a physician to look after him. If the doctor ap- 
pears to take it lightly, the patient will go to some other 
physician who does take it seriously. Or perhaps he 
will neglect serious pathology later on, because the 
symptoms are identical to those of previous illnesses 
considered trivial. On rare occasions, when subsequent 
events prove that the physician’s original impression of 
trivial disease was grossly and grievously in error, the 
patient or his family may sue for malpractice. This is 
an unhappy experience for all concerned. 


Conversation and Procedures 


Physicians accumulate a fund of anecdotes about 
their patients that seem quite harmless. The temptation 
to tell them is strong. But things that seem quite or- 
dinary to most physicians may be regarded as rather 
personal by their patients. The little joke intended to 
put the patient at ease may go far astray. Interest, con- 
cern and kindliness can all be expressed with some 
formality and are then less apt to be misinterpreted. 
Patients will be no less loyal for it. One is well advised 
not to belittle the patient or his complaints. A “bland” 
attitude agrees well with the sick patient. 

Irritability is a part of illness. Although the sick pa- 
tient anticipates some discomfort and personal incon- 
venience in his diagnostic work-up, he expects it to be 
well organized and kept at a minimum. Undue waiting 
for admission, or for service in the x-ray department or 
the laboratory may be difficult to eliminate, but it can 
be done. Multiple venipunctures for multiple small 
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samples of blood when one larger one would suffice is an 
intolerable waste of personnel as well. 

Although patients object to inconsiderate or unnec- 
essary procedures, few if any will object to necessities 
unpleasant or uncomfortable as they may be. Rectal 
and pelvic examinations are now well established parts 
of the physical examination, but proctoscopy is not yet. 
Whether proctoscopy will be is far from certain; but 
when routine proctoscopy is done on patients more 
than 45 years of age, 7 per cent show remedial pathol- 
ogy. Passage of a stomach tube in the child with peri- 
tonitis may be unpleasant, but nothing may be quite so 
helpful in ultimate recovery; and it must be done. 
Even when the results of unpleasant examinations are 
negative, few patients object to being told that they are 
in good health. Nor will they object to the procedures 
that established this for certain. Thoroughness is es- 
sential in good medical care, and essential things must 
not be left undone, reluctant as the physician may be 
to further burden a sick and irritable patient. 


Consultations 


Unfortunately, the most complete and careful work- 
up is sometimes inconclusive. The doctor hardly knows 
what to do next. This is particularly true of the sur- 
geon. Patients consider surgery a short cut to health 
and are apt to insist upon it. Surgery relieved a friend 
or relative with similar complaints; why is the doctor 
reluctant to give me the same help? The surgeon wishes 
to be as certain as he can be that more good than harm 
will result from operation before undertaking it. The 
patient continues to complain. How to be certain? The 
fact is that one cannot, and it is only prudent to ask 
permission to obtain a consultation. This does not mean 
referral to someone else for more specialized care, but 
rather a request for the help of another doctor whose 
interest may be the same as your own. The patient then 
has every opportunity to obtain the best medical advice 
available. And should subsequent events prove sur- 
prising, the fact that a consultation was ‘held is incon- 
trovertible evidence of the physician’s sincerity. Pa- 
tients welcome consultation when problems arise and 
consider such a request as an endeavor to help them 
and never as a reflection upon the competence of the 
doctor in charge. (Incidentally tissue committees do, 
too.) No better advice can be given a doctor just starting 
practice than to use consultations liberally wherever 
doubt exists or a patient is doing badly. 


Explanations 


No single answer to “what to tell the patient?” is 
appropriate. Much depends upon the type of person the 
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patient is, as well as his disease. Where the disease is a 
simple one and the patient’s reasonable cooperation 
can be anticipated, it doesn’t make very much difference 
what the patient is told—except that every patient likes 
to be told something. (When directions for treatment 
are included, they should be exact and specific, and 
such instructions can rarely be delegated to someone 
else.) 

When relief of the condition requires the patient’s 
cooperation, it is impossible to know whether this can 
be obtained better by a detailed explanation of the 
disease and all its complications, or by a direct order. 
Explanations usually work better for me, but some pa- 
tients expect the doctor to make the decisions and give 
the orders. They are not satisfied if he does not. It must 
be an individual matter. 

When the patient refuses treatment for something 
that may otherwise prove lethal, that patient should be 
told the truth as the physician believes it to be. If the 
patient is so frightened, bewildered or otherwise so 
emotionally upset that he continues to refuse essential 
treatment, the physician should try more than once to 
secure his cooperation and not leave him derelict. The 
offer of a consultation may be helpful here as well. It is 
rarely accepted, but has frequently secured the pa- 
tient’s cooperation. 

What to tell the patient with presumably mortal dis- 
ease is a much knottier problem. Te tell such a patient 
that he is going to die is, I believe, unwise and unneces- 
sary. One can never be absolutely certain that the con- 
dition is mortal. Errors in diagnosis—even pathologic 
diagnosis—do occur. More important, diseases act not 
at all uniformly. There are a small number of well docu- 
mented “spontaneous” cancer cures and a very large 
number of patients in whom an ordinarily lethal condi- 
tion was held in abeyance for prolonged periods by 
completely unknown and inexplicable factors. 

Every community has the patriarch who has long 
survived the physician who predicted an early demise. 
Strangely enough, patients never like this kind of false 
prophecy. If the patient and his family were informed 
that the patient would probably get well and didn’t, 
the doctor has done the best he could and the family is 
satisfied. But as for the physician who tells a patient 
he is going to die and then the patient doesn’t—that 
doctor didn’t know what he was talking about. He is 
forever incompetent in the opinion of the. patient 
who, incidentally, usually relates his own survival and 
the doctor’s fallacy to anyone who will listen! 

The rapid advance in techniques of treatment also 
makes caution advisable in giving an ominous progno- 
sis. Everyone has heard of patients who would have 


- survived with pernicious anemia if they had lived just a 


little longer until liver therapy became known. Un- 
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doubtedly some such patients did live and may well still 
be alive, and it is not unlikely that at least some of 
them were told that they were going to die, too, but 
didn’t. The same possibility exists in the treatment of 
many diseases today, not the least of which is cancer. 
How unfortunate to have made a patient face up to the 
horrors of terminal cancer when some new cure may be 
discovered before he gets to it or some intercurrent 
disease or accident eliminates it. I believe that most 
patients know when they have incurable disease without 
being told. I believe they much prefer to live as nor- 
mally as they can for as long as they can, with as little 
emotion as possible from family or friends. 


SEEKING NONEXISTENT CURES 


Just as one should be circumspect in telling the pa- 
tient of a hopeless disease, one must be equally certain 
that some member of the family is fully informed and 
that suitable arrangements are made and no more. It is 
only natural for a patient’s family to seek help wherever 
it is promised. If there is likelihood of benefit elsewhere, 
the doctor should be the first to advise and encourage 
the patient to seek it. But when help is problematic at 
best, the doctor should be completely candid and con- 
sider the family’s best interest as well as that of the 
patient. There is no greater tragedy than that of the 
family in which the mother must work outside the home 
because the family became destitute seeking a cure that 
did not exist. When money, enough to keep the home 
together and educate the children, has been dissipated 
foolishly following false prophets, the tragedy is in- 


creased manyfold. The physician has some responsi- 
bility to the family as well as to his patient here. 


Satisfactions 


Physicians talk about ‘‘my”’ patient, but the truth is 
that there is no property in patients. The physician wil/ 
do well to look after them as if there were, but actuall\ 
there is not. Patients are decidedly necessary to the 
physician and he makes his living by taking care of 
them, but he does not own them. Any patient is free 
at any time, without warning or explanation, to go to 
someone else. When patients leave you and go to 
someone else, it is depressing. They are sometimes the 
ones who have received much attention with great bene- 
fit at minimum fees, and it often seems unfair. Lest such 
an occurrence prove too much of a disappointment, it 
is well to remember that the reasons for changing phy- 
sicians may be very trivial. They may have nothing to 
do with you as a doctor. In fact, the patient may have 
gained so much respect for the “institution of medi- 
cine”’ through his contact with you that he thinks all 
doctors are competent. 

The vast majority of patients are loyal and grateful. 
If the physician has done his job thoroughly and 
conscientiously, he will have few regrets. The knowl- 
edge that you have taken care of your patients honestly 
and intelligently and that your patients are better for 
your care is one of the most gratifying experiences in 
life. It is worth many times the personal sacrifices and 
inconveniences of a busy practice. 


HERE‘S A HELPFUL HINT... 


about flying 


TRAIN STATION 


Contradictions to flying even in planes 
pressurized for 8,000 feet above sea level. 
1— Chronic Otitis Media 
2 — Pneumothorax (previous or existing) 
3 — Severe Anemia from any cause 


Holl 


Leon G. Smith, M.D. 
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ALLERGIC ECZEMA, more properly designated as atopic 
dermatitis, is a troublesome affliction of the skin which 
often presents a difficult problem in management to 
the practicing physician. For a long time, its true etiol- 
ogy was unknown. It was included in the general cate- 
gory of eczemas and was treated as such. In 1932, 
chiefly through the efforts of Sulzberger and Coca, and 
later Hill and others, the etiologic significance of allergy 
sensitization was clearly established. This was based 
upon the following evidence: its frequent association 
or alternation with asthma or hay fever, the high inci- 
dence of a family history of allergy, the frequent find- 
ing of eosinophilia, the high incidence of positive skin 
tests, and the clinical demonstration of the causative 
relation of certain allergens to the dermatitis. These 
were the considerations that prompted Sulzberger and 
Coca to designate the condition as atopic dermatitis, 
to indicate an inflammatory condition of the skin ap- 
pearing in a person predisposed by virtue of heredity 
to develop specific sensitization. 


Etiology 


At first allergy to foods was considered, the major 
etiol gic factor, probably because the sensitization was 
hem«togenous and food allergens were known to be 
absorbed into the blood after being ingested by the 
patie:t. Hill was able to show, for example, that re- 
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Atopic dermatitis is indeed an allergic disorder. 
Detection of the offending allergen requires artful history-taking, 
use of skin tests, and sometimes clinical trial. Often the allergen 
goes undetected because the physician neglects to consider inhalants. 
Emotional tension plays a role in aggravating atopic dermatitis, 
but this is purely secondary. 


LOUIS TUFT, M.D. 


Clinical Professor of Medicine 
and Chief of The Clinic of Allergy and Applied Immunology 
Temple University Medical Center 

Philadelphia, Pennsylvania 


The Importance of Allergy Studies 
in Allergic Eczema (Atopic Dermatitis) 


moval of the positive-reacting foods from the diets of 
infants or young children with atopic dermatitis was 
followed by marked improvement or cure, whereas their 
reintroduction into the diet brought about a recur- 
rence. This evidence strongly supported the clinical 
evidence that food allergy was of etiologic importance 
in this condition, especially in infants and young chil- 
dren. These observations were confirmed by other sub- 
sequent reports and by the experiences of many other 
allergists and pediatricians. The latter found that re- 
moval of the allergenic foods, especially eggs, from the 
diet of many of these eczematous children was fol- 
lowed by improvement in the dermatitis, whereas re- 
introduction caused exacerbation. 

Despite this apparently convincing evidence of the 
importance of food allergy, further study and clinical 
experience demonstrated that the elimination of skin- 
test-positive food allergens in many patients, particu- 
larly older children and adults and even in some 
younger children, did not produce the expected bene- 
ficial results. Furthermore, a wide discrepancy was 
noted between the positive skin test reactions and the 
results of food elimination. Thus, the elimination of 
the positive food reactors in many instances was not 
followed by notable clinical improvement. As a conse- 
quence, many lost faith and again became skeptical 
both about the relationship of food allergy to atopic 
dermatitis and about the value of skin tests in the 
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diagnosis of atopic dermatitis. This resulted in a re- 
newed consideration of other possible etiologies, nota- 
bly psychogenic or infectious causes, taking us back 
to the era before 1932 when the disease was considered 
strictly a dermatologic problem to be treated by local 
applications, by nonspecific therapy or by psycho- 
therapy. 

It is little wonder, therefore, that practitioners are 
discouraged about treating these patients and are re- 
lieved when they fail to return. This discouragement 
is shared not only by the general practitioner, the 
pediatrician and the dermatologist, but until recently 
even by some allergists. It is not surprising that many 
practitioners are confused as to the etiology of this 
disease and as to the value of skin tests, which as a 
consequence hinders the proper clinical management 
of these patients. 

One of the principal reasons for this confusion is 
failure to take into consideration the importance of 
inhalant allergens, even though the possible relation- 
ship long has been known clinically. In several publi- 
cations since 1949, my associates and I have demon- 
strated convincingly upon the basis of clinical and skin 
test evidence that inhalant allergens, notably house 
dust, plant pollen (especially ragweed), and wool, are 
outstanding offenders; also that such inhalants as at- 
mospheric molds, animal danders, and silk likewise 
could be important. In many cases, clinical correlation 
could be obtained between the specific inhalants giving 
a positive skin test reaction and the patient’s outbreaks. 

The demonstration of the etiologic importance of 
inhalant allergens in atopic dermatitis emphasizes again 
the necessity for a complete allergy study in all such 
patients. They should be investigated in exactly the 
same way as if the patient complained of bronchial 
asthma rather than atopic dermatitis. In fact, atopic 
dermatitis and asthma resemble each other so closely 
that the former could very well be designated as 
“asthma of the skin.” 


Diagnosis by History 


The allergy study in patients with atopic dermatitis 
should include a complete history and physical exami- 
nation, complete allergy skin tests, and whenever nec- 
essary, diet trial. The history should be taken with a 
view toward determining any possible incriminating or 
etiologic factors. For example, in infants, gastrointes- 
tinal symptoms such as colic, or feeding difficulties 
with certain formulas, suggest a possible food factor 
such as milk. In older children, the relationship of the 
ingestion of various foods to the development of out- 
breaks in the skin should be investigated. It must be 
remembered that in such acute allergic conditions as 
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asthma or urticaria, the ingestion of a food to whic 
the patient is allergic may be followed within a sho:i 
time by an acute allergic reaction in the form of hives 
or asthma. By contrast, in atopic dermatitis, the inges- 
tion of an offending food may not produce eczema 
until after an interval of 12, or in some cases 24 or 
more, hours. 

In addition to foods, the patient should be ques- 
tioned as to the possible influence of contact with house 
dust and wool. Many patients will note that contact 
with wool, particularly of the fuzzy or rough type, will 
produce itching or irritation of the skin. The mothers 
of eczematous babies sometimes will recall that they 
had to remove the woolen blankets because they seemed 
to produce irritation. Such a history is valuable in 
directing attention to the possible significance of wool 
as an offending factor. In fact, Osborne considers wool 
the most important inhalant allergen in the produc- 
tion of atopic dermatitis, although this is not in accord 
with my own experience. 

All patients should be questioned as to whether their 
dermatitis is limited to or worse at any particular sea- 
son of the year. Thus, if it appears in the early fall 
and disappears with the onset of warmer weather in 
May or June, house dust is more likely to be the of- 
fending agent. This is because, as in the asthmatic, 
the patient with dermatitis is likely to have closer con- 
tact with house dust in the fall and winter months than 
is true in the summer. On the other hand, if the der- 
matitis is worse in the summer, particularly during the 
hay fever seasons, or if it is exacerbated during that 
period, one would more likely suspect that the etiologic 
agent was an atmospheric pollen or a mold allergen. 
In occasional patients, the dermatitis may appear dur- 
ing the pollen season, as for example in August or 
September, and will completely replace the nasal symp- 
toms. Such patients, instead of having typical symp- 
toms of hay fever, will have a seasonal dermatitis ap- 
pearing only during the pollen season. These historic 
facts obviously are helpful in directing attention to 
possible inhalant causes. 

Patients also should be questioned as to animal con- 
tacts, especially cats and dogs. If the latter are present 
in their own houses or if they come in contact with 
these animals in someone else’s home, inquiry should 
be made as to whether such contact causes itching of 
the skin. 

The presence of allergic manifestations other than 
atopic dermatitis in the patient or in the patient’s fam- 
ily emphasizes the probable allergic basis of the der- 
matitis. For example, if the patient has hay fever, or 
allergic rhinitis, or bronchial asthma, which frequently 
appear in patients with atopic dermatitis or follow it, 

this should be noted in the history. Likewise a family 
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history of asthma, hay fever, or eczema helps to decide 
whether or not the eczema is upon an allergic basis. 

It is important to learn as much as possible about 
the patient’s home surroundings and personal habits 
in order to focus attention upon possible causal in- 
halant contacts. This includes a knowledge of the type 
of heating used in the home, the nature of the bed- 
ding, especially in the patient’s own bedroom, and 
possible sources of dust contact; also a knowledge of 
any articles of clothing or furniture that might provide 
the source of possible wool contact, as for example 
blankets and rugs. One of my patients, a 9-year-old 
child, had an eruption in the antecubital fossae as well 
as on her buttocks. This child was in the habit of sit- 
ting on a woolen rug for long periods while looking at 
television. When this practice was discontinued and 
the necessity for complete avoidance of wool contact 
was emphasized, the lesion on the buttocks disap- 
peared. 

A knowledge of the amount of exercise engaged in 


by these patients and especially by children who take 


gymnastics in school is important. An excessive amount 
of sweating or overheating of the body induced by 
exertion always increases congestion of the affected 
skin areas and itching of the skin, which in turn causes 
the patient to scratch. This explains the frequent ap- 
pearance of numerous excoriations and also the sub- 
sequent resultant thickening of the skin. It is impor- 
tant, therefore, to learn as much as possible about any 
influences that are likely to increase skin congestion 
and lead to increased itching. This applies not only 
to exercise and exertion but also to emotional excite- 
ment or stress. A patient with allergic eczema who is 
under emotional tension will be quite irritable, and 
therefore will tend to itch and to scratch more. This 
creates a vicious cycle, with the allergic sensitization 
as the primary factor and the irritability as a secondary 
one. It is my belief that the emotional factors in allergic 
eczema are secondary or superimposed and rarely are 
the primary causes of the original skin condition. 


Skin Tests 


If the history is thorough and adequate, one should 
be able to obtain enough information from it to direct 
attention to possible causative factors. With this in- 
formation as a guide, allergy skin tests should be done 
in all patients. Although there has been doubt in the 
minds of some observers about the value of skin tests 
in allergic eczema, there is little question in, my mind 
that skin tests are just as important in them as in pa- 
tients with bronchial asthma. 

Most of the existing confusion regarding skin test- 
ing has been due either to failure to properly interpret 
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positive skin test reactions (attributable to a lack of 
experience with skin testing) or to a failure to con- 
sider the etiologic importance of inhalant allergens. 


This would be just as true for patients with bronchial _-~ 


asthma as for those with eczema and would likewis® 
lead to a poor therapeutic result. As much if not more 
information as to causation can be obtained from ade- 
quate skin testing in patients with eczema as in those 
with asthma. 

The type of test done and the total number of tests 
will depend largely upon the information obtained 
from the clinical history and upon the experience of 
the attending physician. For those inexperienced in 
allergy testing, scratch testing is the method of choice. 
In the hands of those more experienced, intracutane- 
ous skin tests are preferable and often will provide 
more specific information. 

The number of tests to be done will depend upon 
whether the possible causative factors have been re- 
vealed by the history. If the history has furnished very 
few clues, complete skin tests then are advisable. All 
patients, regardless of their histories, should be tested 
with such important inhalant allergens as house dust, 
animal danders and wool; also with all foods they 
are eating and with the common pollens and molds 
present in their vicinity. : 

Whenever possible, the skin tests should be done at 
a time when the lesions are least active, as for example 
after the subsidence of the acute symptoms following 
institution of symptomatic treatment. In this connec- 
tion, it should be remembered that if the skin tests are 
done in a site too close to an involved portion of the 
skin (as in the upper arm near an affected antecubital 
fossa), the skin test reaction may be altered in com- 
parison with that ordinarily seen. Thus it will have 
very little surrounding redness or erythema and only 
a slight amount of whealing, in contrast to the usual 
positive skin tests seen in other allergic conditions. 
It is also important when doing skin tests to make sure 
that the patient has not taken an antihistaminic or 
large doses of steroids at least 12 hours prior to the 
performance of the tests, since these may lessen or 
obliterate a positive skin test reaction. 

In eczematous babies or in those in whom the skin 
lesions are so extensive as to interfere with proper 
skin testing, blood may be drawn for the method of 
indirect skin testing known as passive transfer. This is 
done by injecting 0.1 ml. of the patient’s serum intra- 
cutaneously into the skin of a nonallergic volunteer 
subject. After an interval of 48 to 72 hours, each of 
the prepared serum sites is injected with an extract 
of the allergen to which the patient is to be tested, 
with an adjacent skin site as a control test. These tests 
are read in the same manner as the direct skin test. 
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Positive tests are significant, but if the test is negative 
by the passive transfer method, this does not neces- 
sarily exclude clinical sensitiveness. 

The most essential feature of the entire skin test 
procedure is the interpretation of the reactions ob- 
tained. It must be emphasized that many patients with 
allergic eczema may have numerous positive reactions, 
especially to food allergens that at the time the patient 
is seen appear to have no etiologic relationship to the 
patient’s eczema. Such reactions are designated as non- 
clinical positives. Determination that these positive 
reactions are nonclinical can be made by means of 
history and clinical trial. Such nonclinical positives 
in some patients often represent past sensitization; or 
as in the case of pollens, they may represent potential 
clinical sensitization. The differentiation between true 
clinical positives and nonclinical positives is not always 
easy and requires patience, skill and long experience. 
Where the clinical history is positive, as for example 
in relation to house dust, wool, animal dander, pollens 
or foods, the task is simplified. But in the absence of 
such assistance, it sometimes becomes a matter of trial 
and error. 

A word might be said at this point about patch tests 
and their value in allergic eczema. Despite earlier re- 
ports to the contrary, patch tests have no place in the 


diagnosis of atopic dermatitis. These tests are alway. 
negative in such patients unless the patient has an as- 
sociated contact type of allergic dermatitis, as for ex- 
ample, that due to nickel. 


Clinical Trial 


Finally, a third method of considerable assistance 
in the etiologic diagnosis of allergic eczema is the 
method of clinical or therapeutic tcial. This includes, 
for example, the use of trial or elimination diets and of 
environmental change. Proper utilization of the trial 
diet method is especially helpful in uncovering possible 
food factors in patients with allergy to foods but with 
negative skin test reactions. 

In patients whose eczema is due to environmental 
allergens, especially house dust or wool, the effect of 
change of environment, as for example that furnished 
by a period of hospitalization, may be marked improve- 
ment of the eczema. In such patients the return of the 
eczema when the patient goes home even for a short 
period, constitutes presumptive evidence that the cause 
is an environmental allergen. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Toxicity Problems of Cosmetics 


THE TOXICITY PROBLEMS of cosmetics are intrinsically the same as for other household con- 
tactants, such as antiseptics, disinfectants and cleaning agents. However, it must be empha- 
sized that cosmetics have the peculiar characteristic of practically cradle-to-grave skin con- 
tact. Therefore, the problem of determining safety is much more challenging because of 
possible delayed toxic effects and the complexity and diversity of sensitization phenomena. 
Since the ingredients used in cosmetics are increasing in number and since the manner of 
their formulation is steadily expanding, more definitive experiments and greater information 
concerning biologic properties are needed on the safety of new compounds than have been 
customarily acquired heretofore. More highly controlled product evaluation is also needed 
if the generally favorable record of safety of cosmetics is to be maintained. 

Cosmetic reactions are an inevitable consequence of this rapidly changing technology. 
Their severity can be minimized and their incidence reduced by eliminating impurities in 
ingredients and containers and by eliminating proved sensitizing agents in formulation. 
Although it may not always be possible to obtain the perfection suggested by these two aims. 
every effort consistent with cosmetic requirements should be made to effect their attainment, 


—B. E. Contry, pu.p., JAMA, 166: 638, 1958. 
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‘This ts the fifth of a series of Buffalo General 


Hospital-University of Buffalo Conferences on 
clinical bacteriology and immunology, conducted 
by Ernest Witebsky, M.D. and George E. Miller, 
M.D. and edited by the latter. The following 
participated in the present conference: Dr. Ernest 
Witebsky, distinguished professor of bactervology 
and tmmunology; Dr. George E. Miller, asso- 
ciate professor of medicine; Dr. James Mohn, 
associate professor of bacteriology and immu- 
nology; Dr. Fred Hoyt, supervising veterinarian 
of the New York State Department of Agriculture 
and Markets; Dr. Joseph Macmanus, associate 
clinical professor of surgery; Dr. David Greene, 
professor of cardiovascular research; Dr. John 
Paine, professor of surgery; Dr. Eugene Josefiak, 
rotating intern; Dr. John Bartels, intern. 


Dr. Georce Miter: There are two disease entities we 
would like to bring to your attention this morning. 
For both of the illustrative cases we are indebted to 
the Buffalo Veterans Administration Hospital where 
Dr. Witebsky saw them as a consultant. 

The first was a 28-year-old colored man who was 
admitted for the first time in May, 1956. He was a 
former stockyard worker and had also worked in fer- 
tilizer plants and glue factories in Chicago for about 
three years. In 1954, following an extraction of teeth, 
he developed fever and a bullous eruption in his mouth 
and over his extremities. 

During the next year he had three episodes of fever 
associated with headache lasting for three to four days. 
The bullous lesions of mucous membranes and ex- 
tremities came and went. At one time he was admitted 
to the Chicago Veterans Administration Research 
Hospital where he was treated with prednisone and 
tetracycline with rapid subsidence of symptoms and 
signs. In April of last year he moved to Buffalo. Be- 
cause of a recurrence of chills, fever and headache, he 
was admitted to the Buffalo Veterans Administration 
Hospital. The brucella agglutination was positive in 
a dilution of 1:1,280. On the basis of the febrile epi- 
Sodes associated with arthralgia and. myalgia, in the 
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A Rare ‘Common’ Disease 
and a Common ‘Rare’ Disease: 
Brucellosis and Leptospirosis 


presence of a positive brucella agglutination and a 
positive brucellergin skin test in a dilution of 1:15, a 
diagnosis of brucellosis seemed justified. He may have 
had something else as well, but at least this diagnosis 
seemed reasonably sure. 

This case stimulated interest in brucellosis as it had 
been seen in our own hospital. The technicians in the 
bacteriology laboratory were first asked if they could 
recall a positive bacteriologic diagnosis of the disease. 
Even the senior technician was unable to recall one 
during the last five years. Dr. Witebsky remembered 
one such case that he thought had been hospitalized 
five or six years earlier. When I returned to the records 
I found that this case had actually been seen in 1944. 
Miss Ward determined how often clinical suspicion of 
brucellosis had led to laboratory studies. Table I indi- 
cates the number of requests for brucella agglutina- 
tions during each of the last two years, and the number 
of tests carried out. The discrepancy between tests and 
specific requests occurs because a brucella agglutina- 
tion is always done whenever a Widal is ordered. 

We found that the most recent clinical diagnosis of 
brucellosis was made in 1954. This was a 28-year-old 
woman who had asymptomatic lymphadenopathy for 
three years. A lymph node was biopsied. The patholo- 
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AGGLUTINATION TESTS 
FOR BRUCELLA ABORTUS 


The Buffalo General Hospital 
Tests Done Specific Requests Positive Titers 
>1:10 
1955 219 122 10 
1956 156 72 7 


Table 1. 


gist suggested that it might be cat scratch fever, and 
added “‘or brucellosis?’’ No further study was carried 
out. 

In 1953, the single patient who was so diagnosed 
had a cervical disc protrusion. In the course of work- 
up a past history of brucellosis, diagnosed elsewhere, 
was elicited. It was also noted that she had a profound 
psychiatric disturbance. The agglutinations for bru- 
cella were negative. 

In 1952, the diagnosis was made twice. One of the 
patients was a 36-year-old woman with extensive and 
varied psychosomatic symptoms. ‘The diagnosis of 
brucellosis was historic. There was no evidence of 
that disease in the study carried out here. The second 
was a 34-year-old woman with a febrile illness of five 
months’ duration. She developed jaundice while hos- 
pitalized and was treated with streptomycin and 
chlortetracycline. The only suggestive finding of 
brucellosis was a nondescript reaction to the bruceller- 
gin skin test. The agglutination test was negative. 

In 1951, two patients were again diagnosed as hav- 
ing brucellosis. One of them was a 51-year-old woman 
who had experienced general malaise for 13 years. 
The second patient was a 34-year-old man who had 
chills, fever, night sweats, easy fatigue, weakness, 
anorexia and 15-pound weight loss in a six-week 
period. He had been a raw milk drinker all his life, 
but eight weeks before admission had switched the 
source of his milk from tested to untested cows. The 
brucellergin skin test was positive in a dilution of 1:10. 
The brucella agglutination was positive in a dilution 
of 1:320 on two occasions. Thus, six years ago we find 
the most recent classical case of brucellosis in this 
institution. 

Dr. Ernest Wiressky: At least the last patient repre- 
sents a clear-cut clinical case in which the source of 
infection, as in most instances, was raw milk. The 
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second most common mode of transmission is direc: 
contact and represents an occupational hazard fo: 
people who are dealing with animals, such as farmers. 
slaughterhouse employees and veterinarians. I woul: 
like to add a fourth category of personnel who have 
a high exposure. These are the laboratory workers. 
The first authentic case of undulant fever in America 
was a laboratory infection. 

As you know, the clinical manifestations of this 
disease are largely nonspecific and fall in the generai 
category of fever of undetermined origin. The prob- 
lem that faces the clinician is how many fevers of 
undetermined origin are undulant fever. A great many 
physicians assume that all such fevers are brucellosis. 
But what laboratory studies are available to confirm 
such a diagnosis? 

The most helpful is the blood culture. A blood 
culture is usually positive only in the first few weeks 
of the disease. In many instances it takes three or four 
weeks for the organisms to grow out. From the prac- 
tical point of view, the blood culture as carried out in 
most diagnostic laboratories is unsatisfactory. 

It has been found however that in most cases in 
which the causative agent can be isolated, we also 
have a positive Widal, meaning that the patient has 
developed antibodies that act against brucella organ- 
isms. We believe that this test is as sensitive as any 
other test that we have and rely on it heavily for estab- 
lishing this diagnosis. As a matter of fact it is a rou- 
tine in this laboratory to include ‘automatically a bru- 
cella agglutination whenever a typhoid agglutination is 
requested. In what turns out to be typhoid the aggluti- 
nation request is often for undulant fever, while in 
what turns out to be undulant fever the request is 
frequently for a typhoid agglutination. These findings 
suggest only that from the clinical point of view ty- 
phoid and brucellosis may be very similar. It is for 
this reason that we continue to carry out both bru- 


_ cella and typhoid agglutinations in any request for a 


Widal test. 

Now what does the Widal mean? In the first case 
presented, the agglutination was positive in a serum 
dilution of 1:1,200. In the second case it was 1:320. 
These are clear-cut cases, and represent no problem 
in diagnosis. Most normal human sera, roughly 95 
per cent of the normal population, do not contain any 
agglutinins against correctly prepared suspensions of 
brucella organisms. The problem comes with titers of 
ten to 40 that are in the gray zone of significance. Do 
they mean something in a specific case or do they not? 
In the case of typhoid fever we believe that positive 
agglutinations in this range are not significant. But in 
the case of brucellosis one cannot speak so categori- 
cally. As you can see from the chart this is a real 
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problem. In the last two years we have had ten and 
seven cases respectively that fell within this range. 

In their textbook, Wilson and Myers take the very 
reasonable position that a brucella agglutination of 
1:20 or higher is a sign of infection. But what does 
“a sign of infection”? mean? We might say that infec- 
tion is present in a latent state, for in the majority of 
these cases, clinical symptoms never occur. Support- 
ing this point of view is the fact that such a titer is 
usually found in people who drink raw milk. Certain 
professional groups, whether or not they are raw 
milk drinkers, may also exhibit such a finding. For 
example, 20 to 25 per cent of veterinarians carry this 
titer without clinical manifestations of the disease. 

And so we must interpret these low titers with cer- 
tain reservations in terms of disease activity, but we 
should not overlook them completely. If the patient 
has symptoms of the disease, then an agglutination of 
1:20 may be significant. If on the other hand he has 
a broken leg and you get a Brucella agglutination of 
1:20, you may be reasonably sure only that he has 
been a raw milk drinker in the past. 

This is as much as we can say and it leads only to 
more questions. Dr. Miller, for example, asks whether 
we should continue our routine and seemingly futile 
agglutination test for brucellosis. I think we should. 
There are many who might with equal conviction say 
no, for in view of the scarcity of the disease and the 
frequency of the tests you can see how expensive it 
is to find one patient. 

One word about the brucellergin skin test. This, 

of course, is somewhat similar to the tuberculin test. 
Dr. Mohn has done some work on this and I would 
like him to comment on it. 
Dr. James Moun: Brucellergin is a nucleoprotein ex- 
tract from any one of the three species of the brucella 
organism. About 10 per cent of the general population 
in the United States will give a positive brucellergin 
skin test irrespective of past or present history of infec- 
tion. We have personally found that positive reactions 
are present in 20 to 24 per cent of patients who have 
recently had tuberculosis. I would doubt very much 
that this increased incidence is specific. It probably 
indicates dermal hypersensitivity. 

Brucellergin will produce agglutinins against bru- 
cella organisms. It is an antigen. It will not, however, 
sensitize the skin. You can do repeated skin tests with 
brucellergin as you can with PPD or tuberculin and 
hot produce a positive reaction. However, agglutinins 
will be formed and will appear in the serum. Thus it is 
important to do the Widal testing before the skin test 
18 carried out. 

It has been found that the Widal rises precipitously 
after brucellergin skin testing in the active disease, but 
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very much more slowly in latent disease or in the 
absence of infection. In other words if you do a bru- 
cellergin skin test in patients who do not have bru- 
cellosis, 20 per cent will develop agglutinins in a very 
low titer. In patients who have, or have recently had 
the disease, you can expect a rise in titer to 1,000 or 
more within one to two weeks after the skin test. 

Dr. Miter: Since this is a problem in both human 
and animal populations, we have invited Dr. Fred 
Hoyt, the supervising veterinarian of the New York 
State Department of Agriculture and Markets to 
answer several questions for us. What is the magni- 
tude of the problem in the bovine population? How is 
the disease detected and what methods are used to 
prevent its transmission ? 

Dr. Frep Hovyr: I imagine the easiest way to talk about 
methods of control is to review the history of the con- 
trol measures. Prior to 1941 we were working under a 
test and slaughter program. That program consisted 
of bloodtesting the cattle and slaughtering the reac- 
tors. At that time we classified reactors as any with an 
agglutination titer of 50 or higher. It apparently was 
not particularly successful. We might have negative 
tests on herds for quite a while and then suddenly 
have a break and find many reactors. It was discon- 
tinued in 1941 as a result of the federal experiment 
which led to a voluntary program of calf vaccination, 
coupled with a blood test. Owners could then dispose 
of reactors or could retain them in their herds. This 
program was continued for 15 years. At the same time 


Brucellosis through raw milk . . . farmers, veterinarians, re- 


search people exposed to it. 
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Leptospirosis usually contracted from water contaminated by 
dog urine... 


several other states had worked with a so-called “‘bru- 
cellosis ring test,” an agglutination test done on whole 
milk. Such a test is a screening device since it merely 
picks ouf the infected herds rather than the infected 
animals. By combining these two approaches, we have 
come up with the current program which is to test 
only those herds toward which suspicion is directed 
by the milk ring test. 

It is difficult to say what the percentage of infected 
individuals in the bovine population might be. In the 
early 1950’s, infection might have been 25 per cent. 
We have no accurate figures at hand on the infection 
rate at the present time. A year ago, a more concen- 
trated detection program was started and the results 
indicate that in the 18 western counties of New York 
State about 4 per cent of tested animals were infected. 
On the milk ring program, we are running about 20 
per cent herd infection. In interpreting these data one 
must remember that the 4 per cent figure is only on 
those animals tested. We do not test every animal in 
the herd. We test only cattle over 24 months of age. 
Since each owner ordinarily has about a third of his 
herd in young stock, it is possible to suggest that only 
2 per cent of the total bovine population may be in- 
fected. When we say 20 per cent of herds are infected, 
it must be remembered that one infected animal in a 
herd will produce a positive milk ring test for the herd. 


We are now controlling the movement of reacting 
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animals. They may be moved only by special permit 
and for slaughter only. But a continued vaccination 
program is essential to create a reservoir of resistan‘ 
animals, 

In the six years I have been in western New York, | 
have investigated at least four cases of human brucel- 
losis. Three of these four were traceable to raw milk. 
The other patient was a meat cutter who had no raw 
milk exposure. I am sure that the number of cases ac- 
curately diagnosed in the state as a whole is consider- 
ably larger than the experience you have had in this 
hospital. I also believe that the raw milk cases are 
dropping. 

Dr. JoszpH Macmanus: Dr. Hoyt, how long is the vac- 
cination of cows effective? 

Dr. Hovr: I think you could probably ask six veteri- 
narians and get six answers. Some believe it to be a 
very brief period of immunity and others believe it to 
be lifelong. My own impression is that it may not last 
more than three or four gestations. 

Dr. Davip Greene: Is vaccination of calves compul- 
sory in this state? 

Dr. Hoyt: It is entirely on a voluntary basis and 
probably will be until 90 per cent of the herds in any 
county are voluntarily vaccinated, after which it may 
become compulsory. Since January, 1956, about 30,000 
reactors have been revealed and about half of those 
have been sold for slaughter. They are slaughtered 
under veterinary inspection. 

Dr. Joun Pane: This means that the meat can be 
eaten. 

Dr. Hoyr: That is correct. 

Dr. Eucene Joseriak: Can you make a diagnosis of 
brucellosis in the absence of a positive agglutination? 
Dr. Wrressky: Unfortunately a negative agglutination 
does not exclude the infection. However, in the cases of 
acute brucellosis I have seen, the agglutination titers 
are unmistakably high. In fact, they might be higher 
than one sees in typhoid fever. 

Srupent: What is the relationship between the time of 
infection and the appearance of a significant agglu- 
tination titer? 

Dr. Wrressky: This is difficult to answer but ordi- 
narily such a titer should appear about the second week 
after infection. 


Another Problem 


Dr. Mazer: With this introduction to the problem of 
brucellosis, we would like to move on to another cate- 
gory of disease, illustrated by another patient from the 
Veterans Administration Hospital. This is a 21-year- 
old man who three days prior to his admission devel- 
oped vague left lower quadrant pain, chills, fever and 
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malaise. These were followed within 24 hours by vom- 
iting and increasing mental confusion. At the time of 
admission, the only significant finding in the past his- 
tory was that he had had two days of diarrhea some 
two weeks before the onset of these symptoms. 

When he was admitted he was acutely ill with a 
temperature of 102 degrees. His memory was some- 
what impaired. Other significant physical findings 
were mild left lower quadrant tenderness and mild 
scleral icterus. The initial impression was acute infec- 
tious hepatitis or infectious mononucleosis. The white 
blood count was 16,000 with a left shift. Urinalysis 
showed a trace of protein and 40 to 50 red blood 
cells. Stool cultures, cerebral spinal fluid cultures, 
blood and urine cultures were all negative. Hetrophile 
antibody determinations were consistently negative. 

During the two days after admission he continued 
to have violent temperature swings to 105 degrees, 
nausea, vomiting and persistent jaundice. Significant 
hepatic tenderness or liver or spleen enlargement did 
not appear. A chest x-ray showed only suspicious peri- 
bronchial infiltrates. Although no diagnosis could be 
established, the continued severity of this febrile illness 
led to the conclusion that antibiotic therapy should be 
started. Oxytetracycline was administered, but when 
after 48 hours there was no response, penicillin was 
begun. After this, the temperature fell promptly 
and within three days had reached a normal level. 
There was concurrent subsidence of other symptoms. 
No diagnosis had yet been established but it was noted 
that the initial typhoid agglutination was negative for 
the O antigen and positive for H in a dilution of 1:80. 
Five days later the O was still negative and the H 
was now positive in a dilution of 1:1,280. It was at 
this time that Dr. Witebsky’s opinion was requested. 
Dr. Wiressky: This is a most unusual agglutination 
pattern. The very nature of the agglutination process 
was also unusual. It was a thick and slimy agglutina- 
tion, unlike that to which we are accustomed. Two 
things came to my mind as they did, I believe, to the 
hospital staff. The most common explanation for this 
discrepancy would be that the patient had been in- 
fected by a salmonella organism with a flagellar antigen 
in common with the typhoid bacillus, but with an 
entirely different somatic antigen. However, even in this 
case we would not expect this curious, slimy agglu- 
tination. The alternative possibility was Weil’s disease. 
This proved subsequently to be the case. 

StupenT: This man was a veteran and had been im- 
munized against typhoid fever. Would such immuniza- 


tion produce this kind of agglutination pattern as a 
response to any febrile illness? 

Dr. Wrressky: From the initial study such an inter- 
pretation might be possible. But to have no agglutina- 
tion of the O antigen and a titer of 1,280 for the H 
would be rather unusual. I would also re-emphasize 
that the nature of the agglutination aroused suspicion. 
Dr. John Bartels did his senior thesis last year on 
Weil’s disease and I have asked him to tell us a little 
more about the infection. 

Dr. Bartets: As you know Weil’s aia is an infec- 
tious disease caused by a spirochete, the Leptospira 
icterohemorrhagica. The reservoir of this infection is 
the rat. It is closely related to canicola fever caused by 
a similar spirochete, for which the dog serves as a reser- 
voir. The infection usually occurs through contact with 
water contaminated by the urine of these animals. The 
organism passes through the skin or mucous mem- 
brane. There is ordinarily an acute onset of severe fe- 
brile reaction with spikes of temperature to 103 or 104, 
malaise, myalgia and occasionally meningismus. This 
acute phase persists for five to seven days after which 
there is an abrupt drop in temperature. At this point 
jaundice occurs in about 40 per cent of patients. 
Canicola fever produces jaundice in only 10 per cent. 
Many of these cases are confused with infectious he- 
patitis and nonparalytic polio because they usually 
occur in the summer months. During the icteric phase 
signs of nephritis may appear since the organism in- 
volves the kidney interstitial tissues. This may be 
manifested by protein and red cells in the urine. Re- 
covery in one to two weeks seems to be the rule al- 
though in some series from Europe, where it is a more 
commonly reported disease, the mortality is as high 
as 40 per cent. During the war this disease was par- 
ticularly prevalent in Holland where most cases oc- 
curred in people who had fallen into canals during 
blackouts. 

In the case under discussion there is a further his- 

tory that the patient had been swimming in the Erie 
canal two weeks before onset. 
Dr. Wrressky: The thought we want to communicate 
today is that Weil’s disease may be much more com- 
mon than we have previously believed. If a man can 
jump into the canal in North Tonawanda and contract 
leptospirosis, then more people probably have the dis- 
ease in Buffalo, as well as in other parts of the country, 
than we are aware of. At the same time we believe that 
the real cases of undulant fever might not be so com- 
mon as we have in the past believed. 
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As skin diving grows more popular, physicians 
should expect to participate, at least as medical ad- 
visers to diving clubs. Selection of proper equipment, 
good training and observance of rules of safety are 
the means to prevent accidents under water. 


More on Skin Diving 


JAMES K. MARTINS, M.D. 
Eau Claire, Wisconsin 


THE ASTONISHING NUMBER of skin divers in the medical 
profession itself speaks for the constant growth of this 
sport. SCUBA, meaning Self-Contained Underwater 
Breathing Apparatus, has become as popular as the 
putter. However, the putterer in SCUBA is in great 
danger, and the “hole-in-one” may be six feet deep 
and six feet long, and very lonely. Commonly asked 
questions need emphasis in detail. The importance of 
the answers to these queries lies in the fact that each 
is lifesaving in itself. 


Face Masks 


A Scout executive recently stated that face masks 
were “outlawed” in his Boy Scout Camp because of 
accidents occurring with them. The most common 
was a hemorrhagic conjunctivitis and the second 
drowning. This is a much too common occurrence in 
childrens’ camps where the “sprouts” want to take 
off and visit the interesting underwater world. 

The experienced skin diver knows that the air com- 
pressed into the face mask will leak out around the 
edges if he dives face first into a pool. Surfacing actu- 
ally “pulls” a vacuum in the mask and, unless equal- 
ized, will pull on the tissues and cause blood vessel 
rupture. The solution is to blow air from the nose into 
the mask to equalize the pressure. However, unless a 
good breath is taken, this exhalation is somewhat 
difficult, and face squeeze will result. The tendency is 
for the average swimmer to be too much of a mouth 
breather and in consequence he will vent underwater 
through his mouth and will have a nasty surprise on 
surfacing. 

Accidents can be prevented by carefully teaching 
the “nose blowing” technique and proper breathing 
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to all mask divers before they are ready to enter the 
water. Also, forbid any “‘face-first” dives with a face 
mask in place. Goggles are completely discouraged as 
there is no way to equalize the pressure unless a mouth 


tube is attached to the goggle, and equalizing air can 
be blown in. 


Nonreturn Valves 


Nonreturn valves should be in every piece of mouth- 
breathing equipment— made to work in both direc- 
tions. It is one thing to advise people on how to clear 
a piece of equipment, i.e., get the water out of the air 
hoses, and quite another to have the foresight to have 
lungs full of air before the accident occurs, so one can 
clear the entire piece of equipment. Manufacturers 
would have us believe that the lungs will manufacture 
tidal air at will. I have grave doubts. The other com- 
plicating factor is salt water, which has the nasty habit 
of making many people nauseated, and makes blowing 
a mouthpiece free of water a rather “chunky” job at 
times. 

The nonreturn valve keeps the equipment from 
flooding to any great extent, so that it can be cleared 
with a minimal expenditure of that valuable stuff that 
prevents dyspnea under water. 


Pneumothorax 


A recent questioner asked about the possibility of 
rupturing blebs on the lung. As we all know there are 
blebs and weak spots in the lung that can give way 
under mildly increased pressure. They may be entirely 
undetectable by x-ray. Of course, if a bleb is known to 
be present, the person should not dive. However, 
in the amateur field where chest x-rays are not a part 
of the diving physical, every diver is a potential casu- 
alty of this type. 

These blebs can rupture because of increased intra- 
alveolar pressure which can occur in diving. The most 
serious result is a tension pneumothorax where air es- 
capes into the pleural space and, because it is under 
pressure, expands on surfacing and causes cardiac 
tamponade by air pressure alone. 

This serious occurrence necessitates quick action in 
order to relieve the increased intrathoracic pressure. 
A 20- or 18-gauge needle slipped into the pleural 
cavity will be lifesaving. 


What Equipment? 


A common question is “What equipment shall I get 
for n:y 17-year-old boy who has been watching ‘witch 
hunt’—excuse it, ‘Sea Hunt’?” I unhesitatingly 
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recommend a full face-mask breathing apparatus with 
a balanced exhalation valve. The latter prevents CO2 
build-up within the mask. 

Why not a mouth-breathing piece of equipment? 
It has always been my argument that the mouth- 
breathing equipment is for experienced, skilled divers. 
In their hands, accidents are rare, and the panic that 
can occur, thereby limiting action, is cut to a min- 
imum. The full face-mask breathing apparatus leads to 
less panic, and the skills to use it are fewer. 

No matter how much we caution people to use their 
gear in a swimming pool or bathtub until they are 
completely familiar with it, the impatience of youth is 
never considered. This impatience to get into the thick 
of things leads to fatal accidents. It is one thing to 
teach a person how to clear a lost mouthpiece of water 
and another to be under water with a mouth full of the 
wet stuff, in darkness, and to try to clear one’s head 
before one clears the mouthpiece. 

Other reasons are even more important. The mouth- 
breathing SCUBA has the demand valve on the back of 
the neck. This leaves a matter of 6 to 8 inches, de- 
pending on the physical characteristics of the in- 
dividual diver, to pull a breath against if one is on his 
back. It is a well-known fact that the mouth-breathing 
equipment will “drag” a breath, i.e., force is neces- 
sary to breathe easily in all positions. On the other 
hand, the face-mask type of equipment has the de- 
mand valve in the respiratory area, and with a pres- 
sure-balanced exhalation valve, breathing is as easy as 
it is on the surface. 

The complication of having to clear both a face 
mask and a mouth-breathing device at the same time 
lends a double hazard to the mouth-breathing SCUBA. 
The face-mask SCUBA does not need breath from the 
diver to clear any water from the face piece. This is 
taken care of by an ingenious device which increases 
the mask pressure by pushing a button on the side of 
the demand valve. It will clear in three seconds by a 
tilt of the head. The face-mask SCUBA is expensive, 


_ but my argument is that life is worth while and one is 


only buying insurance. 


“Do-It-Yourself Equipment’ 


The oxygen rebreather and the homemade do-it- 
yourselfer (with the aid of the corner war surplus 
store) can dig your grave deeper and wider for you. 
Both of these pieces of equipment, no matter how well 
made, should be absolutely discouraged from every 
point of view. I would prefer that my patients buy a 
“Do-It-Yourself Appendectomy Kit”—they could run 
into less trouble, and professional help is much more 
easily available. 
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Another group always asks about what kind of skin 
covering to use. A wet suit is one that allows water to 
get next to the skin to act as an insulator. A dry suit 
is one in which no water is allowed next to the skin 
(theoretically). Each has its place, and personal pref- 
erence plays a large part in selection. 

There are a few things that must be kept well in 
mind when wearing a rubber covering. If the head- 
piece of the suit fits tightly about the ears, a squeeze 
may result. This happens because the external pres- 
sure pushes the rubber into the external auditory canal 
and seals off a pocket of air. The resulting otitis is very 
painful. The pressure can be relieved by using a pow- 
der puff over the ear or by wearing a pair of ear muffs 
which prevents the sealing off of the pocket of air. I 
prefer the latter because there is a certain amount of 
resentment to pulling out a pair of powder puffs in the 
presence of people who think this is a he-man sport. 

The other word of warning is about the possibility of 
sealing air pockets within the suit which will increase 
the buoyancy. If the increased buoyancy occurs in 
the legs, one might find himself up-ended and floating 
toward the surface. This is not only embarrassing, but 
may be costly if exhalation does not occur on the way 
up, to prevent increased internal alveolar pressure and 
consequent air embolism. 


A Reference Book 


Information is at a premium in this field, and people 
ask for a good book to use as a reference. The best that 
I have found is a book called The Science of Skin and 
Scuba Diving published by the Association Press of 
New York City. This text was prepared as a “pro- 
ject of the Conference for National Cooperation in 
Aquatics.” It is informative, readable and accurate in 
almost every detail. 


Fourteen Rules of Safety 


1, Always wear a watch and depth meter—even if the 
dive is to 15 feet. Get into the good habit of wearing 
the equipment and you'll never forget it when you 
need it. 

2. Always use a descending line with a ten-foot 
marker. This is another habit to keep as a conditioned 
reflex. Even at shallow depths the descending line acts 
as a good starting point for a search. “Sea Hunt” to 
the contrary, a circling line will aid greatly in search- 
ing, to prevent covering the same area too often. It 
is prepared with a swivel snap on the descending line 
and a 20-foot length of cord leading from the snap. 
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By backing away a few feet at a time, a Cefinite circle 
area is covered and nothing is missed in the search. 

3. Always plan every dive, know your maximum 
depth (descending line), and know if decompression is 
necessary. 

4, Always swim in buddy system. No matter how ex- 
perienced ‘you are, diving alone is dangerous. Your 
buddy can save your life and is absolutely necessary 
when going into enclosed spaces or under equipment 
or ledges of any kind. 

5. Always know the characteristics of the bottom 
(weeds, mud, brush, sharp metal) and be prepared for 
them. Diving dress and techniques will vary with the 
bottom to be explored. The only way to be prepared 
is to investigate the bottom before one does his job. 

6. Always know where the nearest chamber is avail- 
able for recompression. When you have the bends, it 
is a little too late to look up the nearest place for treat- 
ment. 

7. Always have a disaster plan worked out in detail. 
This includes every detail of transportation to a cham- 
ber, a plan of treatment in the hands of one qualified to 
carry on recompression treatment and tenders avail- 
able to stay with the man in the event of necessity. 
This cannot be stressed !:ard enough. It includes CAA 
permission to hedge-hop fly a man, if necessary, to the 
nearest facility for treatment. Plan ahead and don’t 
be caught with your mask down in an emergency. 

8. Always organize a club for the study of diving 
physics and medicine. This plan is the best for quick 
and easy dissemination of information and makes for 
better “buddy systems.” Along with this goes the plea 
for physicians to join these clubs as medical advisers, 
even if they do not dive. Your advice and interest will 
be vital to the cool operation of a plan for medical 
treatment in the event of necessity. 

9. Always check your equipment. Our club had a 
near fatality because a man went down with an empty 
tank. This is foolish and should never happen. A 
check-out of equipment to be used at any diving ses- 
sion should be done by the officers of the skin-diving 
club. The above-mentioned near fatality was the presi- 
dent of our club; he checked all the other gear except 
his own. 

10. Don’t be a Sunday diver; train all week. The 
once-a-week diver is as bad as or worse than the once- 
a-week driver. One must be in top physical condition 


_to maintain his diving status. The best requirement 


is a daily swim in a swimming pool to keep the neces- 
sary muscles in good trim for the possible emergency. 
It is tragic to read of a veteran diver who was 80 
fatigued he drowned before getting to a boat or land. 
One must keep physically fit. 

11. Don’t panic—it’s fatal. Drowning is stuffy and 
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permanent. One who has emotional upsets should not 
be allowed to dive. The hysteria in time of need for 
calm thought will destroy all learning. 

12. Never enter enclosed spaces without a tender. 
It is easy to get lost in dark unfamiliar places. A life- 
line should be attached to the man going into the 
space, and tended outside in good visibility by a 


buddy. It behooves one to have a man topside in a boat 
who can come to the rescue as well. 

13. Never weld or burn without complete rubber 
covering. One must be insulated from the work. 

14. RememBer—If you have air, breathe it; if you 
have only water, don’t be a fool, exhale. This will keep 
you from getting an air embolism at any time. 


HERE ARE TWO HELPFUL HINTS... 


In Treatment of Heart Failure 


AT TIMES, congestive heart failure is resistant_to therapy in spite of the facts that the patient’s 
blood pressure and renal function are well maintained, and adequate doses of digitalis and 
diuretics seem to have been administered. Two simple but important principles may have 


been forgotten in such cases. 


First, bed rest promotes maximum renal blood flow and may allow a good diuresis without 
other therapeutic measures. Secondly, mercurial diuretics appear to block specifically the 
reabsorption of chloride in the proximal tubules of the kidneys. Thus, to insure a good 
response to a dose of a mercurial diuretic, the chloride level of the blood should be about 


100 mEq. per l. 


It is usually easy to maintain an adequate blood chloride level by prescribing ammonium 
chloride to be taken by mouth. This drug is quite safe provided there is no underlying 


liver disease.—LEon SMITH, M.D. 


For Treatment of Varicose Ulcers 


VARICOSE ULCERS result from altered dynamics of blood flow of the external veins. The chief 
influences in the pathogenesis are venous stasis and lymphatic stasis. Secondary infection 
and an eczematous state are contributing factors. Although curative treatment depends upon 
a more direct approach to the varicose veins themselves, pressure dressings provide good 
symptomatic treatment for a varicose ulcer. One method for applying pressure dressings 


is as follows: 


The ulcer is covered with an antibiotic ointment containing polymyxin, bacitracin and 
neomycin. A gauze flat is applied over the ulcer using Scotch Tape against the skin. When 
a chronic fungus infection involves the skin of the leg, this can be treated with Castellani’s 
dye. The dye should be applied on the first occasion to only a small area of skin, as a test for 


abnormal sensitivity to the dye. 


The entire leg, extending from the metatarsophalangeal joints to slightly below the knee, 
is covered with Tubegauze. Next a sponge rubber pad, six inches long, four inches wide, 
and one-half inch thick, is placed over the ulcer. A three-inch or a four-inch Elastoplast 
bandage is applied over the Tubegauze. 

After one week, the entire bandage is removed. If the skin does not show an abnormal 
reaction to the Castellani’s dye, the remainder of the foot and leg are painted with the dye, 
except for the ulcer. The dressing is reapplied as before, and such redressings are continued 
weekly until the ulcer has been healed for approximately two weeks. 

Using Tubegauze as a covering for the leg prevents the adhesive of the Elastoplast band- 
age from coming into direct contact with the’skin. Usual length of time for healing of a vari- 
cose ulcer is three to six weeks.—Lzon R. Rupnick, M.D., and Wiiu1aM KESSLER, M.D., San 


Leandro, California. 
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Physwians and other professional personnel 

who have ready access to narcotics are peculiarly vulnerable 

to addiction. The physician-addict is just as unreliable 

in his behavior as any other addict, although his chances for recover) 
are above average. In any event, he needs institutional treatment, 
and afterwards should take special precautions by modifying 

his methods of practice so that he does not have access to narcotics 
until the risk of recidivism has been dissipated. 


EDWARD R. BLOOMQUIST, M.D. 


Department of Anesthesiology 
College of Medical Evangelists School of Medicine 
Los Angeles, California 


The Doctor, the Nurse and Narcotic Addiction 


Ir Is REGRETTABLE that anything as beneficial as nar- 
cotics should possess such devastating side reactions. 
Their ability to allay suffering is so dramatic, nar- 
cotics may be referred to as a rising sun of hope to 
persons in pain. Those caught in the tragic maze of 
addiction, however, have other comparisons. To them 
it is night—not the cool, romantic, moonlit evening 
euphoria that early addiction produces, but the pitch 
black void of hopelessness made only too real by con- 
stant nagging of withdrawal symptoms and the know]l- 
edge of one’s spiritual, physical, mental and moral 
deterioration. 

The public’s reaction to narcotic education is as 
two-sided as the drugs about which they hesitantly re- 
quire information. They seemingly want to hear the 
facts but prefer them embellished so the story will not 
be too shocking. This is particularly true of many 
parents who wish to protect their offspring from 
topics concerning which the majority of today’s 
children already possess a personal library of mis- 
leading, inaccurate and often malicious information. 

Professional personnel are less inclined to ask for 
these embellishments. They request the truth in its 
frank, naked form, then compartmentalize their think- 
ing so they can return to their activities with the feeling 
they are personally exempt. This imagined immunity 
tends to spread until it cloaks not only the physician 
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and his associates, but his family, employees and pa- 
tients as well. 

How little these men who thus rationalize realize 
the truth! 


Who Will Become an Addict? 


How can one determine who is or who will become 
an addict? The answer to this is unsatisfactory, for ac- 
curate detection or prediction is not always possible. 

It is true the general addict can be described by 
statistics. Approximately 80 per cent are male, 60 per 
cent are colored, 75 per cent begin using narcotics be- 
fore age 21, and the majority have a criminal record. 
But this is a generalization. Actually, an addict may 
come from any stratum of life, and until the drug takes 
its toll, he is usually not detected. The professions pro- 
vide an example that verifies this fact. 

By the time addiction strikes, most physicians are 
well established. Usually they have families and are 
respected citizens in their community. In this respect 
professional personnel differ from their slum-bred 
criminal counterparts. 

Once addiction begins, however, this margin of 
difference narrows, and the doctor begins to reason as 
any other addict does in times of stress. He loses his 
sense of responsibility. He becomes withdrawn and 
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thinks in logic-tight compartments. He can rationalize 
his behavior and will do anything to obtain his drug 
regardless of consequences. Physically, morally and 
spiritually he moves into the gutter, elbowing his way 
into a society of felons. | 

Regardless of social status, addicts have one thing 
in common—they fear pain, whether physical or 
psychologic. Heredity, environment or both have 
given them an insecure ego which frequently leaves 
them shy and diffident. They may, of course, compen- 
sate and become obnoxiously extroverted in an at- 
tempt to hide their insecurity. These personalities 
often function satisfactorily until stress occurs. Even 
then they are safe until the discovery occurs that a 
synthetic feeling of security can be feigned through the 
use of narcotics. Once the narcotic-prone is aware he 
will respond to this pharmacologic crutch, however, 
trouble begins. 

Addicts, therefore, are born of several things—an 
insecure personality which leaves them receptive to 
anything offering relief from stresses of reality, a lack 
of awareness of dangers involved in the use of nar- 
cotics and the opportunity to obtain the drug. 

Among addicts in the general population, one of the 
most vicious causes of the spread of addiction is as- 
sociation with other addicts. In 1956, a special Senate 
subcommittee appointed to study the narcotic problem 
received the statement from more than 90 per cent of 
addicts interviewed that they began their habit be- 
cause of the influence of friends and associates. In this 
respect narcotic addiction is comparable to a conta- 
gious disease and should be dealt with as such. 

Competent narcotic agents who are concerned with 
aberrations among professional personnel recognize 
this potential danger, and in most instances where the 
chance of rehabilitation exists, and the person has not 
voided his chance for clemency by spurious sales of 
narcotics for profit, every possible precaution is taken 
to keep addicts within the medical professions from 
criminal contact through incarceration with other 
prisoners. 

The influence of others, which proves to be such a 
potent stimulus among addicts in the general popula- 
tion, is not significant among members of the medical 
profession unless they are forced into criminal as- 
sociation by inept police measures or a total disinte- 
gration of their sense of responsibility. 

Although the basic emotional problems may be 
similar between addicts in the medical profession and 
those in the general population, different factors come 
into play as far as introduction to the use of narcotics 
is concerned. The constant tension involved in the 
practice of medicine with its long hours, unintel- 
liger:tly planned vacations, incontinent use of alcohol 
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or sedatives with their inevitable side reactions and 
comparable factors may cause professional men and 
women to resort, during periods of emotional in- 
stability, to meperidine (Demerol), codeine or other 
narcotics constantly available to them. 

Physicians are lone wolves in their habit who elect, 
as does the chronic alcoholic who is so often a fellow 
traveler on the road to oblivion, to absorb their poison 
in solitude, preferring to be left alone while destroying 
themselves. Unless criminal contact is accomplished, 
this group limits itself to the use of professionally 
available narcotics, and progression to heroin does not 
occur. 


Types of Addiction 


Apparently there are two types of addiction. The 
first and less common is a purely physiologic de- 
pendence occurring from long-repeated exposure to 
narcotics as in a protracted illness. Fortunately, these 
addicts can lose their dependence by gradual with- 
drawal provided the narcotic has not supplied a 
psychologic support. The second group represents the 
majority—people in whom addiction is a manifesta- 
tion of psychologic abnormality. It is possible, of 
course, for these two types to overlap. - 

The question is frequently asked as to why physi- 
cians who legitimately take narcotics for pain do not 
suffer obvious deterioration from their use. The an- 
swer to this possibly lies in the fact that narcotics pro- 
vide a counterbalance. When one is in pain, the drugs 
provide analgesia, and the individual is left to act in a 
relatively rational manner. When the counterbalance 
is euphoria for the relief of psychologic distress, the 
action is different. Instead of using the drug construc- 
tively so one can proceed in as near normal fashion 
as possible, those utilizing the euphoric effect do so 


‘primarily for emotional self-gratification and psy- 


chologic escape. And the path is all down hill. 

There are five principal classes of addiction which 
may force an awareness of narcotics and their destruc- 
tive potential upon an otherwise unsuspecting physi- 
cian: the addict who asks for help, the addict looking 
for a source of supply, the employee who filches nar- 
cotics, the colleague who seeks aid and the hazard of 
personal addiction. 


The Addict Who Asks For Help 


Now and then, usually at family insistence or be- 
cause he wants to reduce his tolerance so the addiction 
will be less expensive, an addict will approach a physi- 
cian for assistance in “kicking the habit.” This type 
will freely admit being addicted, and critical examina- 
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tion is unnecessary. There are but two points to con- 
sider here. The first is voluntary institutionalization in 
a hospital approved for treatment of addiction. Sec- 
ondly, no matter how pathetic the case, one should not 
give narcotics to an addict unless he is in pain or in 
danger of acute withdrawal symptoms en route to a 
hospital for treatment of his addiction. This latter 
exception has its problems because some addicts are 
perpetually en route for treatment. . 

Ambulatory treatment of addiction must not be 
attempted. It is both illegal and foolish. Further, it is 
not without personal hazard. 

Under supervision, an addict can be made to with- 
draw. Narcotics placed in his own hands, as in the 
case of a physician addict, offer nothing but a constant 
source of supply and perpetuation of the problem. 

If an addict refuses institutionalization, a practical 
physician will not associate with him further. And 
while it is not a legal obligation to report cases of this 
sort to narcotic authorities, either federal, state or 
local, it is nevertheless advisable for protection of both 
patient and society. The circumstances and the judg- 
ment of the physician will have to determine this de- 
cision in each instance. 


The Addict Looking for a Source of Supply 


Not infrequently an experienced addict will ap- 
proach a physician, particularly a new graduate, using 
time-honored but not necessarily easily recognized 
methods of approach. His problem is always acute 
and needs immediate assistance. Examples are: back 
strain, tic douloureux, migraine, asthma, angina pec- 
toris and renal colic. 

The addict learns to fake his story so symptoms and 
signs are both typical and believable. His medical 
knowledge is such, it is difficult to trick him. This 
creates a difficult situation for the physician, for no 
doctor wants to ignore a plea for relief from pain but 
neither does he want to supply narcotics to an addict. 

The simplest course of action is to perform a physi- 
cal examination, looking for tell-tale signs such as pin- 
point pupils or needle marks over major veins (fre- 
quently covered by tattoos). More recently, the use of 
N-allylnormorphine hydrochloride (Nalline) or the 
threat of its use is all that is necessary to detect an 
addict. 

This drug, given in the adult dose of 3 milligrams 
intramuscularly, should never be administered with- 
out the patient’s knowledge and consent. Morphine or 
methadon should be available should signs of narcotic 
withdrawal appear (anxiety, goose flesh, nausea and 
vomiting, sweating, yawning and paleness). 

N-allylnormorphine provides a sensitive indicator if 
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narcotics have been used in the preceding 48 hours. 
Its most significant contribution is the promotion of 
pupillary dilatation in narcotic users, whereas the 
pupils of nonusers will constrict. 

The knowledge of its efficacy has been sufficiently 
disseminated among addicts that it is seldom necessary 
to do more than mention its intended use. The mere 
intention usually stimulates the addict to take his con- 
fidence game elsewhere. His departure should stimulate 
the physician to provide proper authorities with 
enough information to protect other physicians less 
aware of the narcotic problem. 

This, however, is the obvious addict. The experi- 
enced addict is in every sense of the word a clever 
confidence man, and the physician who prides himself 
that he is incapable of being tricked is due for a dent in 
his ego. 

This felon ingratiates himself with the doctor. Then, 
during an unguarded moment he casually comments 
he must remember to have a prescription filled to pre- 
vent pain or progression of disease in himself or one of 
his immediate family. 

“Funny,” he will say fluttering his fingers in and 
around his pockets, “I thought I had it right here. 
Some peculiar stuff called ditalid or gitalid or some- 
thing like that.” 

You see, he just never quite remembers the name of 
the drug. 

At this point one of the doctor’s principal assets be- 
comes a detriment. Ordinarily, his patients need a 
sympathetic “bedside manner.” Physicians living in 
this environment learn to trust people. They become 
naive. They wish to believe that there is much good 
and little bad in each of us. 

‘Poor chap!” he thinks. “He must mean Dilaudid.” 
Whipping out his prescription pad he “‘does his friend 
a favor.” 

This type of operator is very astute. Narcotic agents 
have in their files many such instances of persons 
close to the medical profession who extract these 
sporadic favors just often enough to avoid suspicion. 
When enough are received, as in the case of a detail 
man who had a list of 80 doctors from whom he regu- 
larly extracted occasional prescriptions, the addict may 
find himself with enough narcotics remaining above his 
own requirements to sell to some other unfortunate. 


The Employee Who Filches Narcotics 


It is inconceivable to most physicians that trusted 
employees with whom they associate could ever become 
addicted to narcotics. Nevertheless it occurs. When it 
does, additional problems are posed, for this group 
knows the habits of a profession having ready access to 
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large quantities of narcotics. This is particularly true 
of the nursing profession. 

One would suspect that an addicted nurse would be 
unreliable and dangerous. 

She is. 

But she never impresses physicians or nursing 
superiors with her potential for harm until the time 
has come for exposure. The nurse addict knows she 
can feed her habit only so long as she has access to 
narcotics. To make certain her source is not inter- 
rupted, she tries to become one of the most efficient 
and best-liked nurses in the hospital. She volunteers 
for the most noxious jobs and is always willing to work, 
particularly at night. 

After entrenching herself in the good graces of the 
staff and nursing office, she can, for a time, avail herself 
of an unlimited supply of narcotics. When she is ap- 
prehended, few will believe it. Many suspect she was 
framed and lament the loss of “‘one of the most efficient 
nurses we ever knew.” 

The addicted nurse has her own private confidence 
game. Her most common routine is the forging of 
records, drugs being reported as lost, spilled or “used” 
for patients. 

Substitution is also a frequent tactic. Meperidine and 
other solutions may be diluted, the addict keeping her 
supply full strength, giving patients distilled water or 
diluted drug. Tablets, such as morphine or Dilaudid 
may be substituted with atropine, nitroglycerin, 
strychnine or placebos, replacements which are detri- 
mental and sometimes fatal to the patient. 

The number of substitutions that can be accom- 
plished by one person is sometimes quite unbelievable. 
In one West Coast hospital, a single nurse was proven 
responsible for over 700 current substitutions at the 
time narcotic agents placed her under arrest. This was 
not her first conviction, nor was this flagrant example 
of professional irresponsibility the most amazing factor 
in her case. 

The difficult thing to explain is the reason for a 
nurse with several previous detections being able to 
continue her activities in other hospitals. The sad 
truth is that hospital administrations are frequently 
prone to quietly discharge nurse addicts out of mis- 
directed commiseration or an understandable reticence 
to expose themselves to the bare fangs of unsympathetic 
reporters and ensuing unfortunate publicity. 

Since nurses are in demand, the discharged addict 
has little difficulty finding employment in another 
locality. By the time the formalities of reference letters 
and character investigations have been fulfilled, the 
addict has accomplished her purpose and has moved on 
to another source of supply. 

The arrest was accomplished in this case because 
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the last hospital administrator refused to make some- 
one else take the responsibility. The numerous com- 
plaints from patients that, on her particular shift, 
they were never free of pain despite injections, and 
an equal amount of expressed irritation from attend- - 
ing physicians gave the administrator adequate rea- 
son to ask narcotics agents for assistance. In a short 
time, sufficient evidence was obtained to warrant the 
nurse’s arrest. 

To the nurse’s casual associates the whole thing was 
unbelievable. To arresting agents it was an old story. 
Narcotics addicts are seldom original in their ap- 
proach. Even if they are, their tactics are so similar to 
those already familiar to officers that apprehension is 
inevitable. 

Unfortunately, the true story of nurse addiction 
does not follow the fairy tale road one wishes it would. 
The problem of rehabilitation is a difficult one if the 
nurse continues her profession even after adequate 
withdrawal treatment. Unlike physicians, nurses are 
capable of doing many things in a hospital and by per- 
sistence and clever contrivance they can, if the near- 
ness of a ready supply of drugs proves too enticing, 
eventually acquire access to narcotics. 

If the addict fails to find narcotics in hospital work, 
it is not unusual for her to seek out a terminal patient 
with unlimited supplies of drugs and apply for the 
position of special nurse. 

With this potential supply of drugs ever present 
within her reach, it follows that a nurse addict truly 
intent on overcoming her problem must completely 
remove herself from this atmosphere for a number of 
years and possibly for life. 

It is possible that voluntary acceptance of N-allylnor- 
morphine monitoring by the addict, i.e., permitting 
authorities to give a test dose of this narcotic antagonist 
at unannounced intervals, may serve to deter the habit 
and permit the nurse’s return to her profession. At 
present, however, the wisest solution of all seems to 
lie in her permanent retirement from nursing. 

Addiction of employees other than nurses can be 
stopped by apprehension and prevention of their future 
employment in positions permitting access to pre- 
scription blanks or narcotic supplies, unless of course 
they are assisted by “friends” or resort to underworld 
contacts. Receptionists, secretaries and technicians 
have but limited access to narcotics through their pro- 
fessional associations. It is rare that their supply comes 
from other than forging prescription blanks or stealing 
or diluting supplies. Among pharmacists, the rehabili- 
tation problem is as complicated as that confronting 
the nursing profession. Again, the solution for this 
group of addicts, after withdrawal treatment, seems to 
be a change in occupation. 
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The Doctor Addict Who Seeks Aid 


Now and then, a physician addict will turn to a 
colleague for assistance in breaking his personal addic- 
tion. Until such time as he has been released from an 
approved institution and undergone a period of proba- 
tion, a startling, unpleasant fact must be remembered 
—physicians do not differ from other addicts while 
under the influence of narcotics. Once a user, his abil- 
ity to discern between right and wrong enters the 
realm of the psychopathic. The physician addict will 
rationalize his way out of any situation. He will lie, 
steal, connive and beg to perpetuate his habit. Well- 
meaning colleagues who try to assist their friend in 
overcoming his habit may expect nothing but tragedy 
for all concerned. The addict, regardless of previously 
close personal ties or community respect, may become 
unmanageable and dangerous if his narcotic require- 
ments are interfered with. Any narcotic agent, and 
there are many, who has stood before the receiving end 
of a gun held by a previously responsible doctor, now 
addicted, will testify to the unreliability of otherwise 
intelligent men when they are under the influence of 
narcotics. 

A sordid but typical example of the deteriorating 
influence of narcotics on physicians is that of a promi- 
nent practitioner who somehow addicted himself to 
cocaine. When officers went to arrest him at his home, 
the man was using as much as 10 ounces of pure 
cocaine in periods of less than 90 days. The mental 
fogginess of addiction had caused him to neglect 
sterile technique, and his whole abdomen, the site for 
injections, had become a mass of sores. The exterior of 
his home, one of the most fashionable in the commu- 
nity, was kept respectable by a gardener. Its interior, 
however, resembled the haunted house of a horror film. 
The addict’s family were in equal trouble. Tiring of 
their constant nagging, he had addicted his wife and 
teen-age daughter. His reason— he wanted them to be 
able to sympathize with his problems. 

With physician addicts, as with other addicts, only 
one treatment is advisable—institutionalization in a 
hospital officially recognized as capable of handling the 
problem. It is well to remember that the physician who 
“helps” his colleague avoid this approach is the addict’s 
worst enemy. 


When Addiction Is a Personal Threat 


Although there is no specific addict personality, 
intelligent narcotic-prone individuals usually have 
adequate warning that narcotics represent a real, 
personal threat. Narcotic agents frequently comment 
on statements made by addicts in the medical profes- 
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sion that they knew the minute they took the drug 
something unusual had happened to them. Lacking the 
ability to refrain from their use, however, they tried 
them again when life became tempestuous. Once ad- 
dicted, only time and obvious deterioration forced 
them to accept help. 

It does not take long for narcotic agents to notice 
aberrations in a doctor’s behavior. Once addicted, « 
physician does not think as clearly as he might. His 
sudden increase in drug prescriptions is easily picked 
up by checking either his narcotic records or those of 
the pharmacy through which he obtains his drugs. Re- 
gardless of the ruse he chooses in obtaining narcotics, 
the necessary increase above his ordinary professional 
requirements means one of three things to a trained 
agent. The doctor is using, selling or overprescribing. 
In all three instances, he becomes an object for in- 
vestigation. 

Physician addicts, fortunately for them, have a much 
better recovery rate than other addicts demonstrate. 
In this, they fall into a category by themselves. This 
fact, one of few pleasant ones associated with addiction, 
is overshadowed, however, by the personal anguish 
experienced while addicted, the discomfort of with- 
drawal treatment and the ever-present threat of 
recidivism. 

This ability to rehabilitate seems to center around 
the fact that when a doctor loses his right to practice 
medicine, he is stranded. It is possible he can make a 
living in other ways, but he is left with the memory of a 
way of life to which he wants to return. Happily, he 
does return in approximately 85 per cent of cases. The 
remaining 15 per cent continue to deteriorate or end 
their lives. 

Unlike the nurse or pharmacist, a physician may 
practice his profession without narcotics or exposure 
to their availability. His presence in a hospital is there- 
fore practical in most instances as long as another 
physician will take the responsibility for narcotics 
ordered for patients during the period the probationer 
is without a narcotic license. After a minimum of five 
years, possibly less now that N-allylnormorphine can 
be used as a monitor, it may be possible to return the 
physician to all the privileges involved in the practice 
of medicine. With this goal before them, the majority 
of physician addicts successfully rehabilitate. 


Prevention of Addiction 


Narcotic addiction among professional people can 
be cut to a minimum if a few simple precautions are 
followed. In hospitals, narcotics should be handled by 
as few people as possible. Whenever possible, hospitals 
should limit their availability to one pharmacist and 
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one special nurse for each shift, all of whom should be 
carefully selected and periodically audited at unan- 
nounced intervals. 

In privately owned pharmacies and drug stores, the 
tendency toward addiction among pharmacists can be 
retarded by careful records and the mutual acceptance 
of the responsibility of making certain each other’s 
records are correct. Collusion between pharmacy 
staffs can thrive for only a limited time, for as tolerance 
increases, the inevitable increase in drug orders or 
complaints regarding the quantity of drugs purchased 
will alert narcotic agents that something is amiss. 

Addiction among nonphysician medical personnel, 
unless they resort to criminal associations, is virtually 
impossible if supplies are inaccessible through profes- 
sional contacts. 

For physicians, the principal weapon is an aware- 
ness of the personal hazard involved in misuse of 
narcotics and the ease with which addiction can occur. 
A doctor who has an adequate understanding of the 
problem and is practical enough to recognize his 
human frailty will seldom if ever fall into the nar- 
cotic trap. 

Ego, however, is a powerful thing. And members of 
the medical profession exhibit one reason for addiction 
that should never exist among intelligent people—a 


personal scorn for narcotics and a desire to prove to 
themselves or others that they can personally utilize 
them without detriment. Agreed—this reasoning is 
foolhardy—but it occurs nevertheless. 

Members of the medical profession who are aware of 
the potential danger to themselves, their associates and 
patients from misused narcotics and who relate them- 
selves to an intelligent application of the narcotic 
laws—despite some of their annoying features—are 
men and women armed against a terrifying menace 
that each year subtracts from among doctors alone 
enough members from the medical profession to fill 
the annual graduating class of one of the nation’s 
largest medical schools. 


The author wishes to express his appreciation to the Honorable 
Harry J. Anslinger, United States Commissioner of Narcotics, 
and Mr. Burnell H. Blanchard, Narcotic Pharmacist Inspector, 
Bureau of Narcotic Enforcement, Department of Justice, State 
of California, for their assistance in the preparation of this man- 
uscript. 


Physicians interested in further information on this topic are 
invited to correspond with Dr. Martin Lasersohn, c/o Winthrop 
Laboratories, 1450 Broadway, New York 18, New York, regarding 
the availability of the film, “Narcotic Addiction, A Medical 
Hazard.” 
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The Management of the CARDIAC ARRHYTHMIAS 


Proper diagnosis 
of the arrhythmias 
is based on 

an understanding 
of the abnormal 
mechanisms 

and especially 

the nature 

of atrial activity. 


A. V. nod 


A. 


130 “GP Volume XVIII, Number5 


| 
4 
= 


“we — “we 


ws. 


Heart Station 
University of Michigan Medical School 
Ann Arbor, Michigan 


Wir FEW EXCEPTIONS, successful management of the 
arrhythmias depends on an accurate diagnosis and 
then on prompt and purposeful action. There are a 
good many reasons for this. Therapy that is useful in 
one rhythm disturbance may be contraindicated in 
another, and sometimes nonspecific treatment may 
interfere with the effectiveness of a drug which is indi- 
cated. For example, quinidine, which _is useful in 
ventricular tachycardia, is definitely contraindicated 
as the initial treatment of atrial flutter; since it has an 
effect like atropine, it may interfere with vagal meas- 
ureSt0-StOp paroxysmal atrial tachycardia. It is for 
this reason that any practical discussion of manage- 
ment must of necessity include a discussion of 
diagnosis. 


Bedside Diagnosis 


Over the years a great fund of knowledge has ac- 
cumulated pointing out the many physical signs that 
enable a bedside diagnosis of rhythm disturbances of 
the heart. All of these observations have the virtue of 
being simple and, when interpreted correctly, are fre- 
quently decisive. Despite all of this knowledge, many 
Physicians seem to feel that their sole duty is to 
Tecognize that a disturbance of rhythm is present and 
then depend entirely on the electrocardiogram for an 
exact diagnosis. This would not be so bad if electro- 
cardiograms did all that the physician expected of 
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Practical Therapeutics 


them, but the plain fact is that frequently they do not. 
Under these circumstances, the answer, more often 


than not, will be found at the bedside. 


INITIAL SURVEY 


Since most patients with serious arrhythmias are 
apprehensive and acutely ill, a brief but pertinent his- 
tory and the essential examinations are carried out 
concurrently. It is important to find out whether shock 
is present, whether the patient is experiencing heart 
pain or’pulmonary edema and whether the ventricular 
rate is over 200, since in these circumstances it will be 
necessary to expedite diagnosis and therapy. It is im- 
portant to bear in mind that normal patients da_not~ 
tolerate a heart rate of over 200 in r much 
more than 24 hours, and patients who have heart dis- 
ease may develop heart failure at heart rates con- 
siderably under 200. 

At this point in the examination, a few facts can be 
established. The arrhythmias can be roughly divided 
into those that usually present with an_ irregular 


/ 
ventricular rhythm and those with a regular ventricu- 
r rhythm. This question of irregularity can be set- 


tled at the bedside. If, at the time of the examination, 
normal sinus rhythm is present, usually the patient 


can recall whether-his rapid heart action was regular or 


irregular, In addition, the type of onset, that_is, 
whether gradual or sudden, can be established if it is 


carefully explained to the patient what is meant by a 
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CLASSIFICATION OF ARRHYTHMIAS ON THE BASIS 
OF THE ORIGIN OF THE PACEMAKER 


I. Rhythm disturbances in which the pacemaker originates in the atria. 
. Sinus tachycardia (rate over 100). 
. Sinus bradycardia (rate under 50). 
. Sinus arrhythmia (rate increases with inspiration). 
. Atrial premature beats. 
. Paroxysmal atrial tachycardia (rate 140-220). 
Atrial flutter (atrial rate 240-360). 
Atrial fibrillation. 


I. Rhythm disturbances in which the pacemaker originates in the A-V 


node. 

A. Nodal rhythm. 

B. Nodal premature beats. 

C. Paroxysmal nodal tachycardia. 


Ill, Rhythm disturbances in which the pacemaker originates in the 


ventricular wall or septum, including the Purkinje network. 
A. Ventricular premature beats. 


B. Ventricular tachycardia. 
C. Ventricular fibrillation. 


sudden onset. Furthermore, inquiry about previous 
attacks will establish whether the rhythm disturbance 
is paroxysmal in nature. If the attacks are paroxysmal, 
then the duration of the attacks, the time of day in 
which they occur and the precipitating factors can be 
learned. These facts are useful in regulating the dos- 
age of prophylactic medication. 


ATRIAL Vs. VENTRICULAR ARRHYTHMIA 


Rhythm disturbances are usually divided into those 
which originate in the atria or atroventricular-nede 
and those which arise in the ventricles (Table I). This 
is a useful division, but it is not always easy to make 
this distinction at the bedside or by the use of the 
electrocardiogram. This classification is supported in 


part on the observation tha entri y- 
c the QRS interval is not increased, since the 


spread of the accession wave over the ventricles is pre- 
sumably in a normal manner, that is, over the rapidly 


conducting Purkinje network. In_ventricular_tachy- 


cardia, which originates in an ectopic focus_in_the 
ventricle, the spread of the a cession ss 
ing of the i 

Unfortunately, this rule often breaks down in prac- 


tice, for it is a common observation that, in atrial 


flutter and paroxysmal atrial tachycardia, the QRS 
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interval may also be increased, There are several 
possible explanations for this. One, which is uncom- 
mon, is that true right or left bundle branch block 1s 
present. This sityation can often be recognized, since 


the block is also present when the ventricular rate re- 


turns to normal. The second explanation is based on 
the fact that when the ventricular rate is rapid, the 
QRS interval is increased, presumably due to a refrac- 
tory state in some of the special conducting pathways 
within the chambers. This is known as aberrant intra- 
ventricular conduction, and it is likely to be present 
when the ventricular rate is unusually fast (over 
200/minute) or at slower rates when the myocardium 
is abnormal. 

The important fact here is that a supraventricular 
tachyéardia cannot always be differentiated from 
ventricular Ventricular tachycardia by the prolongation of the 


On the other hand, if the 
interval is not widened, it is certain that a supra- 

ventricular mechanism is present and that yentricular 
cinchipcudia is not. If the QRS interval is increased to 


0.12 second or more, either ventricular tachycardia or 


some atrial rhy i ¢ with an intraventricu- 
lar conduction defect may-be-present 


Tue ATRIAL MECHANISM 


Regardless of the type of the rhythm disturbance, 
one question, if properly answered, makes its nature 
clear. The question is: What is the nature of the atrial 
mechanism ? For example, if it can be shown that the 
atria are beating ver ery rapidly, it immediately becomes 
clear that the abnormal tachycardia is of atrial origin. 
Furthermore, this is true, whether the ventricular 
complexes in the electrocardiogram are normal or 
show aberration. Under such circumstances, the 
ventricles may respond to every atrial beat, asin the 

eo € of atrial paroxysmal tachycardia, or 0 or only to 
some of them, as in atrial flutter and fibrillation. 

‘Th ventricular tachy cardia the atria “usually have a 
normal sinus mechanism, but occasionally atrial stand- 
still or atrial fibrillation is present. In any case, if the 
atria mec ent of sually 


atria have a mechanism independent of and ust 
slower than the rapidly beating-ventricles, the diagno- 
sis_of ventricular tachycardia is established. Only 
sorely there retrograde conduction Trom the ventri- 
cles to the atria with ventricular tachycardia. 

In seeking to answer the question of atrial activity, 
both electrocardiographic and bedside observations 
are often necessary. Information of one of these types 
will tend to confirm the other, but a single careful 
observation of either kind may establish with certainty 
the nature of atrial activity. It may be thought by some 
physicians that this question is easily answered by 
observations of the P waves in the electrocardiogram. 
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Figure la. Paroxysmal nodal tachycardia with a ventricular rate of 
about 167. Carotid sinus pressure failed to stop the attack, but 0.5 
mg. of prostigmine injected intramuscularly was effective. The 
lower lead, labelled **E 35,” is an esophageal lead taken at a level 
of 35 cm. from the nares. The P waves in this lead are merged with 


This is frequently true and greatly simplifies matters 
when it is so, but in many tracings, P waves are 
obscured by the QRS complexes and the T waves due 
to the rapid rate. 

Even so, the electrocardiogram merits more than a 
casual glance. With a pair of dividers, systematic 
search should be made for the regular appearance of P 
waves. No positive conclusion as to their absence can 


be reached from the limb leads alone, since atrial 
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QRS and appear taller than the QRS complex. The distinctive fea- 
tures are inverted P waves in leads Il, Ill and chest lead V,, sug- 
gesting retrograde atrial conduction. Since the P wave follows the 
QRS complex, this would be the third type, with the pacemaker 
probably in the lower part of the A-V node. 


waves may be very small in these leads; the chest lead 


especially V; and V2, should be carefully examined for 
evidences _of atrial_activity--fhe clectro- 


cardiogram is often helpful in this regard, since with 
this lead the electrode may be located close to the 
atrial wall, and the size of the P wave may equal or 
exceed that of the QRS complex. It is for this reason 
that esophageal electrocardiograms are often of great 
value. Their disadvantage, of course, is that the eso- 
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Figure 1b. The termination of an attack of paroxysmal atrial 
tachycardia is shown. During the attack the atria and ventricles 
contracted simultaneously causing giant “‘a” waves to appear in 
the jugular pulse. The P waves are pattie and partly super- 
imposed on the preceding QRS complex. At the termination of the 
attack, the QRS complex is not deformed by one of these inverted P 


phageal electrode cannot or should not be passed in 
the very sick patient. 


THE JuGULAR PULsE 


A great deal of information about the jugular pulse 
in arrhythmias, as well as in tricuspid disease and 
pulmonary hypertension, has been accumulated in the 
past. For reasons that are not altogether clear, these 
observations have largely fallen into disuse. Except for 
the patients who have short muscular necks or are 
obese, the jugular pulse usually can be seen by plac- 
ing the patient in some position from the horizontal 
to 45°, 

In sinus rhythm there is one major_pulse wave for. 
each ee ae contraction. This usually consists of 
three peaks, but it is 
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waves, indicating that the simultaneous contraction of the atria and 
ventricles is the result of marked prolongation of the atrioventricular 
conduction time (P-R interval). This condition could be confused 
with nodal tachycardia if the last complex had not been recorded. 
Both nodal rhythm and marked first-degree heart block may cause 
giant “a” waves in the jugular pulse. 


unnecessary to identify these three components, pro- 
vided the three can be shown to arise from a single, 
sequential atrial and ventricular systole. Palpation of 
the carotid pulse on the opposite side of the neck is 
often very helpful here. The first component of this 
pulse, or the “a” wave, is due to atrial contraction. 
These ‘‘a” waves ma useful j niz- 
ing atrial flutter with fairly high grade A-V heart 


block. Thus, with four to one bloc k, the ‘ventricular 

rate wi ; Minute, but 
ca fi € neck often reveals small regu- 
lar venous pulsations occurring at a much faster rate. 
These pulses are, of course, caused by rapid and regu- 
lar contractions of the atria. 


In atrioventricular nodal rhythm, as is shown in 


Figure la, the pacemaker lies in the atrioventricular 
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node between the atria and ventricles. The ventricles 
are activated in a normal manner, but the atria are 


activated in a retrograde fashion. Ifthe pacemaker lies 
near the center or low in the A-V node, the atria will 


contract during ventricular systole and, under these 
circumstances, very large ‘‘a”’ waves will appear in the 
jugular pulses because the right atrium contracts while 
the tricuspid valve is closed. If the heart rate is regular 
and rapid, over 140 per minute, and prominent venous 
pulsations are present, A-V_nodal tachycardia should 
be suspected. Another rhythm disturbance that might 
be confused with A-V nodal rhythm, because it also 
produces marked systolic venous pulsations, is marked 
first degree heart block such as.is shown in Figure 1b. 
In complete heart block, and usually with ventricu- 
lar tachycardia, the atria are beating independently of 
«the jugular pulse for_ogcdSional giant “a” waves that 
occur when the atria happen to contract at the same 
time as the ventricles..Since these conditions differ in 
other respects, they. should not be confused by this 
common feature. With ventricular tachycardia, the 
rate is rapid a1 and regular, while with complete A-V 
heart block a very, slow and regular ventricular rhythm 
is present. 


Tue First Heart SounpD 


Another useful physical sign which tells us that the 
atria_are beating independently of the ventricles is 
variation in the intensity of the first heart sound from 
beat to beat. This may be explained if the atria con- 
tract early in diastole, there is sufficient time for the 
mitral and tricuspid valves to float into closed, or 
nearly closed, positions by the time the ventricles 
contract, and under these circumstances, these valves 
snap shut with a small excursion, and a faint first 
sound is produced. On the other hand, if the atria 
contract very late in diastole, these valves are widely 
open just prior to ventricular contraction, which causes 
them to close with a, much louder first heart sound. 
All variations from these two extremes occur, produc- 


ing a continually changing first heart sound. This sign, 
then, is_useful, for 
atriov entricular dissociation the bedside. 

These physical signs help _to clarify the nature of 
atrial activity, and this information, plus a general 
knowledge of the clinical characteristics of each 
arrhythmia, greatly simplifies the problem of differen- 
tial diagnosis. 


Sinus Tachycardia 


In simple sinus tachycardia associated with fever, 
anxiety, hyperthyroidism, shock, and many such condi- 


GP November 1958 


tions, the heart rate, except in children, seldom exceeds 
170 per minute. This is a valuable differential point, for 
if a patient has a rate exceeding this figure, it is almost 
certain that sinus tachycardia is not present. With 
sinus tachycardia, the rate varies somewhat from time 
to time, depending on vagal tone and other factors, and 
this helps to distinguish such tachycardia from ab- 
normal rhythm disturbances, such as paroxysmal atrial 
tachycardia and atrial flutter with constant two to one 
A-V block. 

Furthermore, if it has any effect, carotid sinus pres- 
sure causes paroxysmal atrial tachycardia to stop and 
to produce higher grade A-V block in atrial flutter, 
which leads to an abrupt and often marked decrease in 
the ventricular rate. Frequently the A-V block may be 
complete for several beats, allowing the regular P 
waves to be seen in the electrocardiogram, or the regular 
atrial contractions to be seen as “a” waves in the jugular 
pulse. 

These facts are well known and need little discussion. 


Figure 2. Paroxysmal atrial tachycardia with a heart rate of 188. 
P waves cannot be seen clearly and are probably submerged in the 
T waves. The QRS interval is not widened, proving the supra- 
ventricular origin of the pacemaker. Except for nearly perfect 
regularity and a rate exceeding that usually seen with sinus 
tachycardia, there are no distinctive features, serving to specifically 
identify this rhythm disturbance until it can be shown that vagal 
stimulation causes the rhythm disturbance to stop suddenly. 
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Figure 3. Atrial flutter with a nearly perfect four to one ventricular 
response. The arrhythmia might be missed had the chest leads not 
been taken, The atrial rate is 250 and the ventricular rate about 63. 
Patients are usually unaware of such a rhythm disturbance until 


The treatment of sinus tachycardia is to treat the under- 
lying condition that causes it. The importance of sinus 
tachycardia, in this discussion, is to differentiate it 
from paroxysmal atrial tachycardia and atrial flutter, 


which it may superficially resemble. 


Paroxysmal Atrial Tachycardia 


Unlike many of the rhythm disturbances to be dis- 
cussed later, paroxysmal atrial tachycardia frequently 
occurs in the absence of heart disease, although occa- 
sionally it may be present during the first few days of 
acute myocardial infarction or during the course of 
other forms of chronic heart disease. The atrial rate 
usually varies from 140—220 beats per minute, and 
since one to one A-V conduction is commonly present, 
the patient presents with a rapid regular ventricular 
rate. The electrocardiogram shown in Figure 2 is a 
typical example of this condition. 

The diagnosis may be suspected from a history of the 
sudden onset and cessation of rapid heart action and is 
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they exercise. Exercise, by inhibiting the vagus, releases the A-V 
block, and there is a sudden jerky and transient increase in heart 
rate. In addition, QRS is broad, and the tracing suggests left 
bundle branch block. 


confirmed if the attack can be stopped by vagal stimula- 
tion. Some patients, subject to attacks of atrial parox- 
ysmal tachycardia, discover that they can terminate the 
tachycardia by holding their breath in deep inspiration, 
by inducing vomiting, or occasionally by other pro- 
cedures, all of which are effective because they increase 
vagal activity. In any event, the key to the treatment 
of this condition lies in the use of procedures or drugs 
which stimulate the vagal mechanism. 

Carotid sinus pressure, properly used, will fre- 
quently stop attacks of atrial paroxysmal tachycardia, 
and this simple technique should be fully exploited 
before other measures are used. Ocular pressure is 
occasionally effective when carotid sinus stimulation 
is not. 

The effects of both of these procedures, especially 
the latter, are greatly potentiated following the ad- 
ministration of parasympathomimetic agents like 
neostigmine methylsulfate (Prostigmin) ; and carotid 
sinus stimulation, 15 to 30 minutes after this drug 


has been given, in a dose of 0.5 mg. hypodermically, 
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is a highly effective method for the termination of 
attacks of atrial paroxysmal tachycardia. 

Should this procedure fail to stop the attack, 
vomiting induced by suitable doses of syrup of ipecac 
(10—I15 cc.) or by apomorphine hydrochloride (5— 
10 mg.) hypodermically, should be tried. 

If this rather unpleasant procedure is also ineffective, 
a digitalis preparation given by vein in a fairly large 
dose (such as 0.5—1.0 mg. of digitoxin or 0.8—1.5 
mg. of lanatoside C) will often terminate a paroxysm 
in 20—30 minutes. It must be remembered that 
these rather large intravenous doses of digitalis are 
safe only in patients who have not been taking the 
drug in the recent past. Digitalis preparations given 
by mouth are much less effective in stopping the 
tachycardia in question. 

In rare patients the above procedures, all of which 
depend for their effect on vagal stimulation, may fail 
to stop attacks of atrial paroxysmal tachycardia. When 
this occurs, the physician should consider the possi- 
bility that the failure is due to hypotension of more 
or less degree in the refractory patient. Whether the 
hypotension is due to the tachycardia alone or to 
other complicating factors (such as shock in the post- 
operative patient), its presence reduces the response 
of the vagal mechanism to all kinds of procedures and 
drugs. Consequently, if the blood pressure can be 
raised, even temporarily, to or slightly above the 
level usual for the patient, any of the methods sug- 
gested above may become effective, and the tachycardia 
will stop. Levarterenol bitartrate (Levophed) given 
well diluted and slowly (drop by drop) by vein is 
probably the best drug to provoke the desired increase 
in blood pressure. This, material and similar agents 
must, of course, be employed with great care and the 
patient carefully watched to be sure that excessively 
high levels of blood pressure are not reached. 

The methods described heretofore for the termi- 
nation of attacks of atrial paroxysmal tachycardia will 
practically always be successful if they are properly 
employed. Should they fail, however, quinidine sulfate 
must be used in the same way as for ventricular 
paroxysmal tachycardia. This will be discussed later. 

Occasionally, atrial tachycardia occurs with A-V 
block. This may be two to one, or of higher grade. 
This condition may occur spontaneously but it may 
also be due to digitalis intoxication. When it is caused 
by digitalis intoxication, the treatment consists in 
stopping digitalis and usually giving small doses of 
potassium chloride by mouth. As little as } or 2 Gm. 
several times during the day may be effective. When 
this uncommon type of atrial paroxysmal tachycardia 
is not related to overdigitalization, it is very similar to 
atrial flutter except for a slower atrial rate in the 
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former. The treatment is essentially like that employed 
for atrial flutter, and this is considered next. 


Atrial Flutter 


Atrial flutter, as seen in Figure 3, is characterized 
by a rapid and highly constant atrial rate (usually 


Figure 4. Fifty-six-year-old broker noted attack of burning epigastric 
pain radiating to the substernal region, brought on by exertion, and 
followed by rapid heart action. Initial electrocardiogram (A) re- 
vealed atrial flutter with an atrial rate of 284/minute and two to 
one A-V response. Patient was given 2 mg. digitoxin over a four- 
day period and then given quinidine sulfate, 0.2 Gm. hourly for 
six doses, and then 0.4 Gm. hourly for three doses. Quinidine 
slowed the atrial rate to 230 beats per minute, and following the 
last dose caused one to one conduction with marked aberration of 
the ventricular complexes. The tracing (B) superficially resembles 
ventricular tachycardia, but prior and subsequent events make it 
almost certain that atrial flutter is still the basic mechanism. Dur- 
ing the period of rapid heart action, the patient was in shock, and 
the ventricular rate was slowed by increasing the A-V block with 
carotid sinus pressure, 0.5 mg. prostigmine and more digitalis 
(C and D). This instance points out the dangers of quinidine 
administration in atrial flutter. The occurrence of one to one 
conduction is much more apt to occur in a patient who is not fully 
digitalized prior to therapy with quinidine. The boson tracing (E) 
shows atrial fibrillation. 
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around 300 per minute). If this basic situation is kept 
in mind, the clinical and electrocardiographic findings, 
as well as factors involved in proper treatment of this 
arrhythmia, can be easily understood. Only rarely, 
and then usually as a result of poor treatment, do the 
ventricles respond to every beat of the fluttering atria. 
Almost always the patient who develops this arrhyth- 
mia and who has not been digitalized will have two to 
one A-V block and consequently a regular ventricular 
rate of around 150 per minute. This is so frequently 
true that the wise physician; shoyjd always suspect 
that flutter with such block may be present when the 
_ heart rate is regular and in the neighborhood of 150 
per minute. Thus alerted, he will look for clinical 
evidences pointing to flutter and search an electro- 
cardiogram, if one is available, for evidences of rapid, 
regular atrial activity. ; 
The immediate problem, when flutter with two to 
one block is present, is to reduce the ventricular rate 
to a reasonable level, and this is accomplished by 


digitalizat; 


ion. This may be done quickly by intra- 
venous preparations if the patient’s condition demands 
prompt action, although usually digitalization accord- 
ing to common schedules by mouth is satisfactory. As 
complete digitalization i is approached, the ventricular 
rate will decrease, often very strikingly, as_three to 
Ohne, then four to one, or even higher grades of A-V 
block are produced by the vagal effect of the drug. 
Many patients with flutter and adequate digitalization 
have four to one A-V block, at least while they are at 
rest, and this means at the ventricular rate will be 
approximately vi e. Under these circum- 
stances casual examination of the pai patient may suggest 
that normal sinuSghythm yather than flutter 1s present, 
but Careful inspection of the neck vei er 
(“a”) waves, and particularly the effect of exertion on 


the ventricular will usually reveal the presence 


With exercise, the degree. of ACY block in 
the patient with atrial flutter, even in the he patient with atrial flutter, even in the presence 


complete to chee talization, will decrease to three to one, 


Figure 5. Typical atrial fibrillation with a moderate ventricular 
response. The ventricular rate varies from 50 to 94. Characteristic 
T-wave changes of digitalis are present. The distinctive features are 
the absence of evidence of atrial activity and an irregular ventricular 
rhythm. 
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Figure 6. This tracing shows an isolated atrial premature beat in 
lead I. The distinctive features are a P wave that is somewhat dif- 
ferent in configuration from the normal P wave, suggesting an 
ectopic origin. This particular premature beat shows the typical 
aberration of the ventricular response which can be confusing in 


or_even temporarily to two to one, and will cause the 


ventricular rate to increase abruptly to 100 or 150 per 


minute. 

“Tn other words, as long as flutter is present, the 
ventricular rate is subject to great fluctuations, and 
this is undesirable. Consequently, it is always wise to 


terminate the flutter if this can be done. Kortunately, 


thythm or occasionally to atrial fibrillation by con- 
tinuing moderately large doses _of digitalis after the 
ventricular_rate has been reduced to reasonable 
Jevel. It may be necessary to “push” the drug to the 
point_of inte on 
but, in the opinien-of 
be done. Sometimes flutter is changed to fibrillation 
and fails to go completely to normal sinus rhythm 
but, even if this desirable change does not occur, it 
is much better forthe patient to have chronic atrial 
fibrillation than to have flutter of long duration. 
Should the above procedure fail to stop the atrial 
flutter, quinidine sulfate, given initially in doses of 
0.2 Gm. every hour for four to six hours, may result 
in restoration of normal sinus rhythm. Some words 
of caution relative to the use of quinidine in patients 
with flutter are in order. Quinidine should never be used 
in such patients unless they are completely digitalized 
first, and even then quinidine must be used with great 
care. There are two reasons for this. The first is that 
quinidine will reduce the rate of the fluttering atria, 
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atrial arrhythmias and which is discussed in the text. The patient 
ts a 15-year-old colored female with a left-to-right shunt through 
a ventricular septal defect. This is reflected in the tracing by the 
increased voltage of the R wave in chest leads V; and Vz, which 
sugg «is left ventricular hypertrophy. 


and the second‘is that the drug tends to paralyze the 
vagal mecharysm; that is, it may more or less com- 
pletely neutralize the increased A-V block caused by 
the vagal action of digitalis. Both of these factors may 
combine to cause one to one A-V conduction, and 
this will, of course, increase the ventricular rate very 
greatly and may cause death. Full digitalization helps 
to overcome this difficulty, since the direct action of 
digitalis in producing high-grade A-V block is not 
affected by quinidine. Figure 4 is an excellent illustra- 
tion of the difficulty that may arise when quinidine is 
carelessly used. 

If the dosage schedule for quinidine sulfate men- 
tioned above fails to restore normal rhythm, larger 
doses given at hourly intervals may be tried, but under 
these circumstances the patient must be followed very 
carefully to be sure that the ventricular rate is not 
increasing markedly or that other toxic effects of the 
drug, such as a fall in blood pressure, have not ap- 
peared. 


Atrial Fibrillation 


Atrial fibrillation is so common and so well handled 
by most physicians that a long review of its treatment 
does not seem necessary. An electrocardiogram illus- 
trating this condition is shown in Figure 5..1t is worth 
pointing out that the goal of therapy in most instances 
is merely to slow the ventricular rate by increasing the 
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Figure 7. Ventricular premature beats occurring regularly after 
each normal beat produce a bigeminal rhythm. These premature 
beats probably originate jh the upper part of the septum, since the 
configuration of the QRS complexes is similar to the normal beat 
except for widening of the QRS intervals. The inverted P waves seen 
especially in leads H, Ill and AVF&uggest retrograde conduction 
over the atria, 


atrioventricular block with adequate amounts of digi- 
talis. The heart rate in most instances can be kept 
below 100, even following mild exercise, but at rest 
the ventricular rate may be 70 per minute or less. 

If too much digitalis is given, all irregularity will 
disappear and the rate will become quite slow. This 
means complete atrioventricular block is present and a 
pacemaker either in the A-V node or main stem of the 
His bundle has taken over the function of pacemaker 
for the ventricles. When complete A-V block is due 
to overdigitalization, The ventricular rate is often con- 
factors. In the situation under consideration here, the 
dtug should be stopped until the ventricular rate 
again becomes irregular, indicating that the ventricles 
are again responding to impulses from the atria. 

In occasional patients, attempts to abolish atrial 
fibrillation and restore nornial rhythm by the use of 
quinidine are worth while, This is particularly true 
when atrial fibrillation has resulted from hyperthyroid- 
ism and is still present when thyroid function has 
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been restored to normal. In some patients with mitral 
stenosis, especially following successful valvulotomy, 
and in some older patients with fibrillation of recent 
onset, similar treatment with quinidine may be in- 
dicated. 

The method of converting atrial fibrillation to 
normal rhythm is exactly the same as that described 
for atrial flutter. Patients should be completely digi- 
talized before quinidine is started. This is important 
because this not only prevents a marked increase in 
the ventricular rate after the quinidine is started but, 
in a fair number of patients with transient fibrillation, 
normal rhythm will return spontaneously and quinidine 


will not be needed. 


Premature Beats 


Premature beats may arise anywhere in the heart. 
Figure 6 is a fine example of a premature beat arising 
in an ectopic atrial focus. There is slight distortion of 
the QRS complex compared with the previous beat, 
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and this suggests aberrant ventricular conduction. 
Figure 7 shows the common condition of bigeminy in 
which each normal beat is followed by a premature 
beat arising in the ventricles. Although their occur- 
rence indicates that a searching cardiac study is wise, 
their presence alone does not mean that heart disease 
exists, and treatment, other than reassurance to the 
patient, is usually not necessary or wise. In some 
individuals, however, the rhythm disturbance may be 
very troublesome, especially at night when the patient 
is trying to fall asleep. Under such circumstances 
small doses of quinidine sulfate, for example 0.2 Gm. 
h.s., may be indicated. 

Since it is known that premature beats may im- 
mediately precede attacks of paroxysmal tachycardia 
or atrial fibrillation or flutter, they often assume spe- 
cial importance in patients known to be subject to 
these disturbances of rhythm. For example, some pa- 
tients with atrial paroxysmal tachycardia notice pre- 


mature beats, often in increasing numbers, before 
each episode of tachycardia occurs. When this history 
is obtained (usually by means of proper specific ques- 
tions), the patient should be instructed to take quini- 
dine sulfate as soon as the premature beats are felt or, 
if the individual is already on quinidine three or four 
times daily, he should be advised to take an extra dose 
at once. By this simple but logical treatment, it may 
be possible to prevent attacks of rapid heart action. 


Ventricular Paroxysmal Tachycardia 


Ventricular tachycardia is one of the most serious 
disturbances of rhythm because it is apt to occur in 
patients with severe organic heart disease and may 
be only a preliminary to ventricular fibrillation. Fur- 
thermore, this type of tachycardia is often difficult to 
terminate, and the only measures that may stop it, 
that is, quinidine or procaine amide (Pronestyl), are 


Figure 8. Ventricular tachycardia. This 9-year-old bey was known 
to have an enlarged heart since birth. He had repeated attacks of 
rapid heart action associated with upper abdominal pain. He died 
@ year after this record was taken and at autopsy had Eisenmen- 
ger’s complex. The diagnosis of ventricular tachycardia was 
established clinically by the rapid regular heart rhythm with varia- 
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tion in intensity of the first heart sound. The electrocardiogram was 
helpful here in that it showed wide QRS complexes which were at 
least compatible with a ventricular pacemaker, but more important, 
a slower and independent atrial mechanism can be seen by the 
continually changing position of the P waves with respect to the 
QRS complexes. 
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dangerous drugs, particularly in the large doses that 
may be required. For these reasons it is very important 
for the physician to be sure that ventricular paroxysmal 
tachycardia is present prior to treatment. 

As mentioned earlier, both clinical and electrocardio- 
graphic findings are helpful in the certain diagnosis of 
ventricular tachycardia. Since the atria usually beat 
more slowly and independently of the ventricles in 
this condition, there is very likely to be variation in the 
loudness of the first heart sound, and careful ausculta- 
tion will reveal this important finding. For the same 
reason, the atria will occasionally contract during 
ventricular systole, and this will result in inconstant, 
more or less conspicuous, transient pulsations in the 
neck veins due to contraction of the right atrium 
against a closed tricuspid valve. Neither of the above 
findings is present with atrial paroxysmal tachycardia 
and is not likely to be present in atrial flutter with two 
to one A-V block. Furthermore, the effects of carotid 
sinus pressure in these arrhythmias of atrial origin 
frequently help to differentiate them from ventricular 
tachycardia. In the latter condition, carotid sinus 
stimulation_and other methods to increase vagal 
activity are completely ineffective. 

If possible, it is always wise to obtain an electro- 
cardiogram in the patient suspected of ventricular 
tachycardia. If this shows rapid, regular ventricular 
activity with abnormal ventricular complexes and evi- 
dence of atrial contractions (P waves) occurring inde- 
pendently and at a slower rate, such as are seen in 
Figure 8, the diagnosis is confirmed. P waves may not 
be visible in the usual limb and chest leads and, under 
these circumstances, the possibility that the arrhyth- 
mia may be of atrial origin with aberrant ventricular 
responses should be kept in mind. In occasional suit- 
able patients, esophageal leads may help greatly to 
clarify a difficult situation of this kind. 

When a diagnosis of ventricular paroxysmal tachy- 
cardia has been made, prompt and vigorous treatment 
is necessary. Unfortunately, no standard procedure 
for treatment can be given, but certain basic matters 
relating to the action of quinidine or procaine amide 
and the proper technique for their administration can 
be outlined. Both of these drugs are rapidly excreted. 
Therefore, when they are given by mouth, it is always 
important to give them at frequent intervals in order 
that the amount of the material in the blood will reach 
an effective peak level. The writers prefer quinidine, 
for oral use, and after a test dose of 0.2 Gm. of quini- 
dine sulfate (to check for idiosyncrasy) has been 
given, the drug is continued in this dose at hourly 
intervals for five or six doses, or until the tachycardia 
stops or toxic manifestations of the drug appear. I¢ is 
of the greatest importance that patients be under careful 
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observation during treatment and that hourly doses not 
be given unless the patient has been examined before each 
dose is administered. 

Electrocardiographic observations at frequent inter- 
vals during treatment may be very valuable. This is 
particularly true toward the end of a course of quini- 
dine treatment, since under these circumstances the 
ventricular rate may be considerably slower than it 
was before the drug was started. At this time it may 
be very difficult to know whether the abnormal tachy- 
cardia with a slower rate or a simple sinus tachycardia 
is present, but here an electrocardiogram may be of 
great value. 

If an initial trial with quinidine sulfate in doses of 
0.2 Gm., given as indicated above, fails to stop the 
abnormal mechanism, it is usually wise to give the 
patient a rest period (often overnight if the situation 
permits) and then give another course of the drug 
with 0.4 Gm. every hour, using the same precautions 
mentioned above. Should this second attempt with 
quinidine fail, another attempt using 0.6 Gm. every 
hour could be tried, but under such circumstances 
it is usually best to shift to procaine amide given intra- 
venously. Here, as with quinidine, no standard dosage 
schedule can be given. The proper dose of both drugs 
is the smallest one that will terminate the abnormal 
tachycardia. 

One way to give procaine amide is to dilute it with 
5 per cent dextrose solution so that each cc. (ml.) 
contains one milligram of the drug, and to give this 
solution slowly by vein, allowing approximately 15 
minutes for each 200 cc. of solution to enter the vein. 
If this procedure, continued until 1.0 Gm. of the drug 
has been administered, is not effective, it will have to 
be given more rapidly or in larger doses. The amount 
of dilution of the procaine amide can, of course, be 
altered so that more concentrated solutions may be 
used if the condition of the patient makes it unwise 
to give much fluid by vein. 

Whether quinidine by mouth or procaine amide by 
vein is employed to stop ventricular paroxysmal tachy- 
cardia, the attack does not, as a rule, stop with an 
abrupt decrease in the ventricular rate, but gradual 
slowing, often amounting to 30 to 50 beats per minute, 
occurs as the drug begins to affect the ventricular 
pacemaker, before normal sinus rhythm returns. Im- 
mediately after the restoration of normal rhythm, 
large doses of the drug must be discontinued at once, 
but is is usually wise to keep the patient on smaller 
doses (for example, 0.2 Gm. of quinidine sulfate every 
4 hours) to prevent a recurrence of the tachycardia. 
If the patient with ventricular paroxysmal tachycardia 
develops congestive heart failure, digitalis should be 
given, but great care should be exercised to avoid 
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Figure 9. These tracings were taken on an 8-year-old boy with 
syncopal attacks related to exercise. The upper three leads are within 
normal limits. Only a few hours after these leads were taken the 
lower set of leads were obtained. Lead II almost surely shows 
transient ventricular fibrillation. The ventricular rhythm then 
becomes more orderly and one normal beat appears in lead Ill. 
Chest lead V, shows alternation of two ventricular pacemakers. 


overdigitalization. Any other measures that may de- 
crease the work of the heart (suitable antibiotics in 
the presence of infection) or may improve coronary 
circulation or pulmonary ventilation (aminophyllin 
given very slowly by vein) may help greatly in some 
seriously ill patients with such tachycardia. 


Ventricular Fibrillation 


Ventricular fibrillation is usually a terminal event, 
particularly in some types of heart disease, and cannot 
be considered in great detail here. There is, however, 
a small group of patients who have this arrhythmia as 
atransient disturbance, and Figure 9 shows this con- 
dition in an 8-year-old boy where it occurred after 
exercise. Patients with high-grade A-V heart block and 
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One QRS complex is chiefly downward, and in the next beat this 
complex is upward. This is an unusual form of ventricular 
tachycardia. This patient died during a syncopal attack a few 
months later, and at autopsy the only heart abnormality was that 
the posterior leaflet of the tricuspid valve was attached to the right 
ventricular wall and septum instead of the annulus fibrosus. This 
would probably be a mild form of Ebstein’s disease. 


Stokes-Adams attacks may have transient ventricular 
fibrillation after long periods of ventricular asystole. 

There is another large group of patients who de- 
velop either cardiac asystole or ventricular fibrillation 
during the course of surgical procedures. Immediate 
exposure of the heart and cardiac massage is often 
necessary to prevent immediate death or irreparable 
brain damage when episodes of this kind occur. Simple 
massage may result in the return of normal cardiac 
contractions when ventricular asystole is present, but 
a special technique, employing alternating current 
shock, is usually required when ventricular fibrillation 
is present. These procedures obviously are useful only 
when ventricular asystole or fibrillation occurs in the 
operating room and trained personnel and suitable 
equipment are available. 
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CLASSIFICATION OF ARRHYTHMIAS BASED 
ON SOME FORM OF BLOCK 


Siseatrial block. 


I. Block at the AV node. 


A. 1° heart block (prolongation of P-R interval). 
B. 2° heart block (higher grade block in which some beats are 
not conducted). ~ 


C. 3° or complete heart block. There are no conducted beats, 
and the ventricies serve as their own pacemaker. 


this pacemaker is the usual cause of Stokes-Adams attacks of 


syncope. 


Wenckebach syndrome (increasing prolongation of P-R 
interval with each beat until a beats dropped). 

Block in which a definite ratio of atrial to ventricular 
beats can be established. Seen fairly regularly with atrial 
flutter, occasionally in paroxysmal atrial tachycardia and 
sinus rhythm. 

Varying block in which no’ratio of atrial to ventricular 
beats can be established. Examples are atrial fibrillation, 
atrial flutter with varying block and an irregular ventricu- 
lar rhythm. 

Interference dissociation. The atrial rate is slow and only 
occasional beats are conducted to the more rapidly beat- 
ing ventricles; seen especially with digitalis intoxication. 


Failure of 


Table 2. 


Atrioventricular Heart Block 


A-V heart block must be considered in a discussion 
of the cardiac arrhythmias, but it must be pointed out 
that such block does not always require treatment or 
cause difficulty for the patient. Its production may, 
as a matter of fact, be an essential part of proper treat- 
ment of other arrhythmias, as was emphasized in the 
treatment of atrial flutter and fibrillation described 
above. 

A-V heart block is arbitrarily divided into three 
grades or degrees (Table 2). First-degree A-V block 
means that A-V conduction time (the P-R interval in 
electrocardiograms) is abnormally long; in adults, 0.2 
second or more. Third-degree A-V block means com- 
plete A-V dissociation with the ventricles and atria 
beating independently. Under these circumstances, 
the atria usually beat at a normal rate, while the ven- 
tricles beat very slowly and regularly. Figure 10 shows 
the electrocardiogram of a patient with third-degree or 
complete heart block. Second-degree A-V block in- 
cludes all grades between these two and embraces 
low-grade block with dropped beats, two to one A-V, 
and higher grades up to complete dissociation. 
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Generally speaking, the lower grades of A-V bloc\ 
are caused by acute or temporary conditions, such «s 
acute rheumatic infection or digitalis intoxication ; 
whereas, the higher grades are more likely to be due 
to chronic or irreversible situations, like arteriosclerot ic 
lesions involving the bundle of His. Many exceptions 
to these general statements, of course, are seen. 

The alert physician can often make a clinical diag- 
nosis of A-V heart block if he keeps in mind some of 
the important clues to be found on physical examina- 
tion. The faint first sound seen with first degree A-V 
block, the variation in the loudness of the first sound 
present in higher grades, including complete block, 
and occasionally unusual venous pulsations, are in- 
portant findings. These physical signs were referred 
to earlier in this article. 

The treatment of A-V block is usually that of the 
condition causing it. Thus, if first degree A-V block 
is the result of acute rheumatic myocarditis, the proper 
treatment is obviously that for acute rheumatic infec- 
tion. If the cause for the A-V block can be eliminated, 
the conduction defect will usually disappear. It is, of 
course, often not possible to accomplish this, and 
unfortunately this is most likely to be true with higher 
grades of block so often caused by degenerative (usually 
vascular) disease which usually follows a progressive, 
irreversible course. It must be emphasized, however, 
that A-V heart block alone may cause no unfavorable 
symptoms and often does not impair the function of 
the heart to any appreciable extent. This may even be 
true of complete (third-degree) A-V block, and the 
writers have seen several patients with this type of 
arrhythmia who led active lives for many years with- 
out any cardiac symptoms. Many patients with higher 
grades of A-V block, however, are subject to periods 
of ventricular asystole during which syncope, usually 
of abrupt onset, occurs. The term ‘Stokes-Adams 
attacks” is used to describe such episodes, and they 
may cause death, probably in some instances by pre- 
cipitating ventricular fibrillation. 

The treatment of Stokes-Adams attacks is often a 
difficult problem, but a great deal can be done to pre- 
vent them or to minimize their severity in most pa- 
tients. In patients who do not have complete A-V 
block in the intervals between Stokes-Adams seizures, 
atropine given to tolerance may lower the grade of 
block and help to prevent the sudden occurrence of 
complete block which may precipitate an attack. Tinc- 
ture of belladonna, given in increasing doses three or 
four times daily until the patient has definite dryness 
of the mouth or other symptoms of early atropine 
toxicity, is usually the best choice for atropinization. 

Such treatment is usually combined with measures 
that act to enhance the rhythmicity of the ventricles, 
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Figure 10. Complete heart block. These limb leads show a regular 
atrial rate of 65 and complete dissociation of the ventricular 
rhythm. Since the impulse does not pass the A-V node, a ventricular 
pacemaker has taken over at a slower rate of 27 beats per minute. 
In this circumstance the ventricular pacemaker may intermittently 


and for many years epinephrine and ephedrine have 
been employed for this purpose. Epinephrine is still 
one of the most effective agents for treating patients 
with frequent Stokes-Adams attacks, but its action, 
even when given in an oil suspension to delay absorp- 
tion, is brief and it has a number of other side effects 
which may be undesirable. Ephedrine sulfate has 
the advantage over epinephrine that it may be given 
by mouth (usually in doses of 25 to 50 mg. three to 
six times daily) and has a greater duration of action, 
but it also has many of the unwanted actions of epine- 
phrine, and it may not help much in the doses that 
are tolerated. 

In recent years other sympathomimetic agents, 
especially isoproterenol hydrochloride (Isuprel Hydro- 
chloride), have been found to be very valuable in 
patients with Stokes-Adams attacks. This drug is most 
effective when given subcutaneously or intramuscularly 
in a dose of 0.1 to 0.3 mg., but the dose must be ad- 
justed to meet the needs of individual patients. Sub- 
lingual administration of Isuprel in doses of 10 to 30 
mg. is sometimes helpful, but the results are less good, 
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fail altogether and Stokes-Adams syncope occurs, This 23-year-old 
post office clerk has had syncopal attacks since age 6 but has been 
able to continue his work. When pressed he sometimes gets dizzy 
attacks, and he does become dyspneic on exertion. Ephedrine, gr. 
3/8 taken when dizzy, prevents most of his syncopal attacks. 


as a rule, than with its parenteral use. Hydroxyamphe- 
tamine hydrobromide (Paredrine Hydrobromide), 
given by mouth in doses of 20 to 60 mg. three or four 
times daily, may also be helpful in controlling Stokes- 
Adams attacks. 

Patients with Stokes-Adams attacks sometimes have 
many seizures for a few days, followed by a spontaneous 
decrease in the number and severity of the attacks. 
During the former periods, hospitalization is always 
desirable, and the use of electrical stimulation of the 
heart by a recently developed electronic pacemaker 
may be of great value. The use of molar sodium lactate 
solution has been advocated by some for treatment of 
this critical situation, but the value of this type of 
treatment is not established. 

Interference dissociation is a special form of A-V 
heart block, seen occasionally in digitalis intoxication. 
In this condition nearly complete A-V block is present, 
but unlike ordinary third-degree heart block, the 
ventricles are beating faster than the atria. Although 
this condition suggests digitalis intoxication, it is 
occasionally seen when digitalis has not been given. 
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TREATMENT 


I. Paroxysmal atrial tachycardia and nodal tachycardia. 


Vagal stimulation. 

Carotid sinus pressure on first one side and then the other. 

Prostigmine 0.5 mg. (adults) subcutaneously, intramuscularly 
or intravenously. Carotid sinus pressure is re-tried 15-30 
minutes later. 

Pressor agents—Levophed Bitartrate, Wyamine Sulfate, Vasoxyl, 
Neosynephrine, Aramine Bitartrate in appropriate dosage. 


Digitalis if above measures fail. 


. Atrial flutter. 

Digitalis in full dosage. Conversion occurs in the great majority 
of patients if this measure alone is properly carried out. 

Quinidine sulfate—Use only if full digitalization has been ac- 
complished and the rhythm has not converted. Dose: a 0.2- 
Gm. test dose followed by a 0.2-Gm. tablet every hour for six 
doses. Each dose should be ordered individually by the 
physician who checks patient for signs of intoxication. A fall- 
ing blood pressure should be looked for and is reason to dis- 
continue therapy. Other dosage schedules such as 0.4 Gm., 
0.6 Gm. every hour may be tried but not on the same day. 


. Atrial fibrillation. 
Digitalis is given to control the ventricular rate. 


Quinidine—If the indications for conversion are present, 
quinidine may be used in the same dosage as in atrial flutter. 


IV. Ventricular tachycardia. 


Quinidine and procaine amide are of equal value. Pronesty]l 
200-1,000 mg. dissolved in 200-1,000 cc. of 5 per cent glu- 
cose and given at a rate of 200 mg. (200 cc.) in ten to 15 min- 
utes. Quinidine sulfate may be given by the oral route as for 
atrial flygter or quinidine gluconate by the intramuscular or 


intravenous route. Intramuscularly, 0.4 Gm. every two hours” 


is an acceptable dose, while intravenously, 10 cc. containing 
0.8 Gm. of the salt should be dissolved in 250 cc. of 5 per cent 
glucose. 


beats are conducted. This explanation doesn’t help 


Table 3. 


It has been stated that digitalis in toxic doses slows 
the atria by its vagal action, causes nearly complete 
block at the A-V node. The latter structure then be- 
comes the ventricular pacemaker which beats more 
rapidly with the increased ventricular rhythmicity 
prodticed by digitalis intoxication. Only occasional 


. 


when the condition occurs in the absence of digitalis. 
Like other conditions mentioned when there is A-V 
dissociation, there is usually a variation in loudness of 
the first heart sound and occasional giant “a” waves 
in the jugular pulse. The treatment is to stop digitalis 
and to administer potassium salts, 1 to 2 grams three 
or four times a day, if the condition is due to over- 
digitalization. There is no specific treatment for the 
condition otherwise. Occasionally it may occur in 
conditions associated with serum potassium abnor- 
malities, and this latter situation can be looked for. 


Summary 


Successful management of the cardiac arrhythmias 
depends on an accurate diagnosis. Regardless of the 
type of rhythm disturbance, there is one question 
which, if properly answered, usually makes the diag- 
nosis easier, and that is to find the kind of atrial 
activity present. Various physical signs, as well as the 
electrocardiogram, are of help in this regard. Varia- 
tions in loudness of the first heart sound and occa- 
sional giant “‘a” waves point to independent atrial 
and ventricular mechanisms and are seen in complete 
heart block, ventricular tachycardia, paroxysmal atrial 
tachycardia and atrial flutter when varying A-V block 
is present and the ventricular rhythm is irregular. 
Interference dissociation may also give these signs 
occasionally. Atrial contractions can be visualized at 
times in the jugular pulse, and this sign is useful in 
atrial flutter and especially nodal tachycardia, for in 
this condition the atria may contract against closed 
valves producing giant “‘a” waves in the neck. 

Once the diagnosis is established, therapy is usually 
not difficult (Table 3). Paroxysmal atrial tachycardia 
is best treated with vagal measures, while atrial flutter 
and atrial fibrillation respond best to digitalis. Caution 
is advised in treating the latter with quinidine unless 
full digitalization is first achieved. Ventricular tachy- 
cardia responds to quinidine or procaine amide. The 
treatment of A-V block, especially of lower grades, is 
the treatment of the primary condition causing it, and 
many patients with complete A-V block need little 
treatment other than reassurance. Sympathetic amines 
are useful when attacks of syncope occur frequently 
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Traumatic Saccular 
Aneurysm 
of the Thoracic Aorta 


SOL KATZ, M.D. 
Associate Editor, GP 


BLUNT TRAUMA to the chest is a frequent consequence 
of automobile accidents. Such trauma may result in 
obvious effects such as hematoma, fractured ribs and 
pneumothorax. Among the less frequent, more subtle 
and more serious complications of severe chest injury 
is traumatic aneurysm of the thoracic aorta. 

The most common site of traumatic aortic aneurysms 
is the first portion of the descending aorta just beyond 
the origin of the left subclavian artery. This preferred 
location at the top of the descending aorta is explained 
by the forces operating when the thorax is suddenly 
decelerated. The central portion of the descending 
aorta is snapped forward at the moment of decelera- 
tion, as it is not as firmly fixed in position as the rest 
of the descending aorta. The upper part of the de- 
scending aorta is rigidly bound by the great vessels 
of the aortic arch and the ligamentum arteriosum and 
therefore decelerates at a different rate from the cen- 
tral portion. The maximum point of stress resulting 
from this difference in deceleration is concentrated at 


Frontal, lateral and oblique roentgenograms of the chest reveal 
@ dense rounded mass containing a rim of calcium at the top of the 
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the point of maximum fixation producing a tear just 
distal to the left subclavian artery. Other less common 
sites of traumatic aneurysmal formation are the first 
portion of the ascending aorta and in the descending 
aorta from the aortic isthmus to the diaphragm. 

When the force lacerates all layers of the aorta, 
fatal hemorrhage occurs. If the tear is incomplete, 
rupturing the intima and media while the adventitia 
remains intact, the latter may be peeled away from the 
media by the dissecting blood flow. Organization of 
the thrombus with its connective tissue wall and un- 
broken adventitia forms the aneurysmal sac. 

In the early phase of development of the aneurysm, 
the chest roentgenogram may show widening of the 
mediastinum by a narrow band of increased density 
parallel to the descending aorta. This represents 
widening of the aorta due to dissection of blood be- 
tween the adventitia and media, or mediastinal hema- 
toma. There then follows in a few weeks a more local- 
ized bulge in the region of the aortic knob and absorp- 
tion of some of the dissecting blood. Still later the 
outline of the aneurysm becomes clearly defined as a 
sharp, dense, round mass adjacent to or obscuring the 
aortic knob. In the chronic phase, calcium may be 
found in the aneurysmal wall. At fluoroscopy, distinct 
pulsations may be noted. However, when there is 
extensive thrombus formation in the sac of the aneu- 
rysm, pulsations may be absent. Angiocardiography 
reveals the precise nature of the mass. 

Chronic traumatic aneurysms of the thoracic aorta 
may be discovered on routine chest films in asympto- 
matic patients. Careful history discloses significant 
blunt trauma, usually an automobile accident many 
years previously. 


descending aorta. This represents a chronic traumatic aneurysm 
which followed an automobile accident 20 vears previously. 
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Tuberculosis and Peptic Ulcer 


WAINGORTIN AND LorcE observed that pulmonary tu- 
berculosis and peptic ulcer have been associated with 
increasing frequency. They observed 27 such cases. 
The first group included 12 patients who developed 
tuberculosis after surgery for peptic ulcer. The second 
group was made up of four patients whose gastro- 
intestinal symptoms appeared after surgical treatment 
of pulmonary tuberculosis by thoracoplasty. The third 
group included seven cases in which pulmonary tuber- 
culosis preceded the onset of peptic ulcer. In the four 
cases of the fourth group, the ulcers preceded the on- 
set of tuberculosis, but the treatment was medical 
rather than surgical. 

The important factor of physical and emotional stress 
in the pathogenesis of peptic ulcer is well recognized. 
In this connection, 11 patients of the authors’ series 
who developed peptic ulcer following thoracic surgery 
or medical therapy had advanced pulmonary disease. 
The presence of physical and emotional strain was con- 
spicuous in almost every case. 

The theory that involves the irritating action of oral 
medication as a contributing factor in the development 
of peptic ulcer is also well known. The effect of acetyl- 
salicylic acid upon the gastric mucosa is a fitting exam- 
ple. Of the antituberculosis drugs, para-aminosalicylic 
acid is most frequently responsible for gastrointestinal 
irritation in patients on oral chemotherapy and may 
justifiably be regarded as a contributing factor in the 
relapse of symptoms in chronic peptic ulcer. 

The profound inadequacy of nutrition which usually 
complicates the status of the gastrectomized patient 
explains a disposition to pulmonary tuberculosis and 
recurrences in individuals with a history of previous 
disease. Patients who are subjected to gastrectomy for 
peptic ulcer should have a preoperative chest x-ray 
film. If a pulmonary lesion is found, the presence of 
active tuberculosis should be excluded. After the opera- 
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Tips from Other Journals 


tion, the lesion should be carefully followed in the 
immediate postoperative period as well as in the distant 
future. Finally, a chest x-ray film should be part of the 
check-up examinations of all gastrectomized patients. 
(Dis. of Chest, 34:55, 1958.) 


_Bronchogenic Carcinoma in Young Adults 


DuRING THE PERIOD beginning March, 1955, and end- 
ing July, 1957, Large and Morgan observed five young 
soldiers (aged 18, 19, 20, 21 and 23) with primary 
bronchial carcinoma. Two cases were discovered by 
mass radiography. Both had peripheral growths and 
were without symptoms. Two patients complained of 
symptoms (cough, sputum and hemoptysis which could 
be attributed to the growths themselves). Both had 
hilar and parahilar lesions. In the other patient, the 
presenting symptoms of headache and vomiting were 
due to metastasis. The growth itself was peripheral. 
The diagnosis was finally established by bronchoscopy 
(two cases), lymph gland biopsy (one case), thoracot- 
omy (one case) and needle biopsy of the growth (one 
case). In each case, the growth was an anaplastic car- 
cinoma composed of oat cells or small round cells or 
both. 

Although the average time that elapsed between on- 
set of symptoms and the diagnosis was only two months, 
only two cases were considered to be operable. The 
course of the disease was very rapid, and the average 
survival time was only eight months for the operated 
cases and under three months for those not operated 
upon. In one patient, the whole illness lasted only 17 
days. 

Although no statistical deductions can be made as to 
the incidence of the disease in adolescents and adults, 
it does occur often enough for the diagnosis to be con- 
sidered seriously in all cases of radiologic lung 
opacity of uncertain etiology in young persons. (Bri. 
J. Tuberc. ¢ Dis. of Chest, 52:185, 1958.) 
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Modifying Trichinosis 


IN AN EXTENSIVE REVIEW on the management of com- 
mon intestinal parasitic infections, Jung points out 
the theoretic importance of treating the intestinal 
phase of Trichinella spiralis infestation. 

The principal effects of trichinosis are due to the 
larvae distributed throughout the system. However, 
the adult female parasites are situated in the intestinal 
mucosa. Systemic effects could be greatly reduced or 
prevented if the adult worms were removed early 
enough. 

Often, by the time the diagnosis of trichinosis is 
made, the opportunity for treating this intestinal 
phase has passed. However, since the adult females 
may persist for as long as six weeks after inoculation, 
an attempt to remove them should be made if there is 
early suspicion of the diagnosis. As such a case, Jung 
cites the example of acute diarrhea following con- 
sumption of inadequately cooked pork. 

For this purpose, piperazine citrate syrup is well 
tolerated and has been effective in experimental 
studies. The syrup is taken for seven days, 5 to 10 
ml. (1 ml. containing 100 mg. of piperazine hexa- 
hydrate) three times daily. (J. Pediat., 53:89, 1958.) 


Common Duct Exploration 


IN REVIEWING THEIR OWN EXPERIENCE with common 
duct exploration in cases of acute cholecystitis, Glenn 
and Johnson concluded that the indications for such 
exploration show considerable variation among sur- 
gical clinics throughout the United States. Thus, the 
incidence of common duct exploration varies from 7 
per cent to 42 per cent (see figure at the right). 

The authors warned that choledochotomy should 
not be undertaken haphazardly. They urged that a 
specific indication should be required in each case. 
Their general criteria for choledochotomy can be out- 
lined as follows: 

1. Jaundice. Jaundice alone is not necessarily an 
adequate indication. It becomes an indication as 
follows: 

a. Repeated attacks of jaundice 
b. Progressive jaundice 
c. Markedly elevated bilirubin 

2. Palpation of a stone or stones within the ductal 
system 

3. Distention of the common bile duct 

4. Edema of the head of the pancreas (if present 
with any other indication) 

5. Extensive induration of the pancreas 
6. Small stones in gallbladder or cystic duct 
Glenn and Johnson advocate a strong conservatism 


toward exploring the common bile duct, based upon 
the increased postoperative morbidity that attends the 
exploration. However, once exploration has been de- 
cided upon, it should be performed in a systematic 
and meticulous fashion. (Surg., Gynec. @& Obst., 
104:190, 1957.) 


Surgical Treatment of Pulmonary Metastasis 


THE APPEARANCE of the metastatic deposit in the lung 
after the otherwise satisfactory eradication of primary 
carcinoma or sarcoma from any part of the body is a 
signal for action and not despair, according to Row- 
landson. In selecting the cases for surgery, certain 
guiding principles are important. The primary lesion 
must have been completely eradicated. This may be 
difficult or impossible to prove, but a shrewd idea can 
be obtained. First a knowledge is needed of the details 
of the operation on the primary growth, particularly 
the histologic findings regarding regional lymph 
gland involvement, invasion of blood vessels and local 
spread. Secondly, a thorough search for local recur- 
rence and other possible distant metastasis will be 
made, The cell type of the primary tumor is important. 


INCIDENCE OF 
COMMON BILE DUCT EXPLORATION : 
IN CASES OF ACUTE CHOLECYSTITIS 
AS REPORTED sy EIGHT 
REPRESENTATIVE CLINICS 
(1947-1956) 
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It is perhaps rather surprising that some of the best 
results have been obtained with cases of sarcoma. 

The natural history of the different tumors ought to 
be considered also. Hypernephroma, for example, is 
known to produce cannon ball metastasis which may 
remain solitary for a considerable time. Other metas- 
tasis must be absent. This may be difficult to prove, 
particularly in the case of cerebral secondaries, but if 
a thorough clinical examination fails to reveal any 
definite evidence of metastasis, it is justifiable to pro- 
ceed with treatment. 

The time interval since the eradication of the primary 
is of the greatest importance. The longer this interval, 
the better the prognosis, since more time will have been 
allowed for any possible local recurrence of the primary 
to manifest itself, and there will have been time for 
other secondary deposits to grow and manifest them- 
selves. 

The metastasis itself must be operable. This criterion 
is the same as for primary carcinoma of the lung. If 
the metastases are multiple, there is no contraindication 
to surgery so long as two healthy lobes can be left 
behind. 

Occasionally operation is purely palliative. In the 
author’s series, there are two examples of this. One 
was for gross hemoptysis and-the other for intolerable 
pain. 

In the nine cases described in which resection was 
performed for pulmonary metastasis, five are dead at 
intervals of two, six, eight, 21 and 22 months respec- 
tively after the pulmonary resection. Four are alive, 
three without any recurrence, and one who has had 
deep x-ray therapy to the site of the original primary. 
Three of these survivors have lived five or more years 
since the lung resection, and the other has survived 
two years. On the whole, the results are satisfactory, 
those with the long interval from the time of the re- 
moval of the primary lesion showing good survival 
times, whereas those treated frankly palliatively have 
been relieved of their symptoms. 

It seems worth while in following patients apparently 
successfully treated for carcinoma or sarcoma in any 
part of the body to make a routine of having the chest 
x-rayed. If a satisfactory local clearance of growth with 
the lymphatics has been achieved, two of the three 
main modes of spread have been accounted for. Spread 
by the blood stream remains to be considered. Here the 
lungs are in a unique position; owing to the anatomy 
of the major and minor circulations, they may act as a 
filter for tumor emboli. When it is recognized how 
easily the lungs can be examined by x-rays there is a 
strong argument for routine chest films to be taken in 
the cancer follow-up clinics. (Brit. J. Tuberc. & Dis. of 
Chest, 52:190, 1958.) 
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Thumb Reconstruction 


Many METHODs have been devised to attempt replace- 
ment of the thumb following traumatic amputation. 
Briefly, bone grafts combined with pedicle flaps have 
been used, as well as transposition of the index finger 
with its nerve and blood supply. Of these methods, 
the transposition of the index finger gives the best 
thumb, but at the sacrifice of the second most im- 
portant digit of the hand. 

Kelleher and Sullivan recommend that the fifth 
digit (little finger) be transposed to replace the thumb. 
This in effect sacrifices the weakest and least useful finger 
to form a substitute for the most important finger. This 
transposition is done by amputating the small finger 
across the mid portion of the proximal phalanx and 
detaching the extensor digitorum communis tendon of 
the little finger. The flexor tendons and the blood 
supply are preserved in the transfer, and the little 
finger is brought across in the plane between the 
palmar skin and the palmar aponeurosis. The palmar 
aponeurosis acts as a pulley for the flexor tendons of 
the little finger. If this is done carefully, the viability of 
the little finger will be maintained during the transfer. 
Later the detached extensor tendon of the little finger 
can be transposed to provide extension, and in certain 
cases where the damage to the tendons of the thumb 
has not been great, these tendons can be anastomosed 


‘to the transplanted small finger to provide additional 


strength and movement. This procedure gives a thumb 
with segmental movement, normal sensation and 


stereognosis. (Pl. ¢ Recon. Surg., 21:470, 1958.) 


Fracture of the Parietal Bone in Children 


Euus has seen 12 children with almost identical his- 
tories and physical signs. A small child is seen witha 
lump on the side of the head and the history of a fall 
on the head some days previously. After the initial 
upset, the child continued to eat, sleep and play as 
before. There was no sign of injury to the head shortly 
after the fall, but 11 to 14 days later, the lump devel- 
oped. 

The lump has special characteristics. It is a soft, 
cystic swelling, usually 3 or 4 inches in diameter. It is 
roughly circular, not bounded by suture lines, and the 
edges are definable but not clear-cut. There is no 
bruising in the overlying skin or deeper soft tissues. 
The swelling is uniformly soft and is not like an or- 
dinary scalp hematoma with a soft center and firm edge. 

In ten of the children, x-ray examination revealed a 
linear fracture of the parietal bone, sometimes extend- 
ing into neighboring bones. The size of the fracture 
was not related to the size of the swelling. In one cast 
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the fracture was not apparent at first but showed clearly 
14 days later. These 11 children were from 6 months 
to 3 years old. The twelfth patient was 9 years old, 
and the fracture was never demonstrated by x-ray. In 
one patient with a very large swelling, an aspiration 
was done, and blood and cerebrospinal fluid were found. 

In all patients the swelling gradually disappeared 
without treatment; in 1] it was gone by 21 days. In the 
9-year-old it took 32 days to disappear. It is postulated 
that the swelling is due to a leak of cerebrospinal fluid 
and blood from a subjacent tear through the fracture 
line into the space below the galea aponeurotica. 
(Lancet, 1:1048, 1958.) 


Complications of Mitral Valvulotomy 


GoopYER AND GLENN REvieEwW the circulatory, inflamma- 
tory and metabolic complications of mitral valvulotomy 
(see table at the right). 

Acute circulatory failure, in the form of either pro- 
longed hypotension or acute congestive heart failure, 
is usually associated with a rapid ventricular response 
to atrial flutter combined with fibrillation. When hypo- 
tension is the dominant feature, there may be indica- 
tion for replenishment of fluid volumes that have been 
depleted by preoperative or subsequent losses. In hypo- 
tensive patients with distended neck veins, improve- 
ment of the blood pressure may-result from elevation 
of the patient’s head and thorax (mechanism: redis- 
tribution of blood volume). When simpler measures 
are ineffective, intravenous infusion of levarterenol is 
indicated. Sixteen milligrams of the drug in 1,000 cc. 
of 5 per cent dextrose in water is slowly administered 
(not more than 10 drops per minute). An inadequate 
pressor response to levarterenol can sometimes be over- 
come by hydrocortisone (100 mg. intravenously every 
3 hours for three doses). 

Acute congestive heart failure, usually associated 
with extreme tachycardia, may occur one to five days 
after cardiotomy. Prophylactic use of quinidine is no 
help—may indeed cause additional serious difficulties. 
Nor does quinidine prove effective in the treatment of 
this emergency. It seems better to administer one or 
more doses of lanatoside C (0.4 mg. intravenously for 
two or three doses). Adrenal steroid therapy may be 
added in refractory cases. At a later time, if atrial 
fibrillation persists, quinidine should be used to con- 
vert the irregularity to sinus rhythm. 

Persistent cardiac failure after an apparently ade- 
quate mitral valvulotomy takes two forms. There are 
patients in whom the cardiac reserve remains unim- 
proved or further declines, and there are patients who 
are initially much improved but who experience re- 
currence of congestive heart failure months or years 
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COMPLICATIONS 
OF MITRAL VALVULOTOMY 


|. Circulatory complications 
A. Acute circulatory failure 
1. Hypotension 
2. Acute congestive failure 
B. Persistent cardiac failure 
il. Inflammatory complications 
A. Bacterial endocarditis 
‘ B. Syndrome of pleuropericarditis 
Ill. Metabolic complications 
A. Hyponatremia 
1. Mild and transient 
2. Severe and protracted 


after the valvulotomy. In the first group, the chief 
causes are persistent severe pulmonary vascular dis- 
ease, one or more major valvular or myocardial ab- 
normalities in addition to mitral stenosis, or chronic 
atrial fibrillation. When congestive heart failure reap- 
pears after a preliminary period of improvement follow- 
ing valvulotomy, “restenosis” of the mitral valve is a 
consideration. In most instances, this is believed to be 
due to inadequacy of the first valvulotomy. Other causes 
of recurrent decline in cardiovascular reserve include 
recurrent rheumatic activity and multiple pulmonary 
emboli. 

Bacterial endocarditis is a serious postoperative com- 
plication and is difficult to recognize under the cir- 
cumstances. Cardiac decompensation may be a promi- 
nent feature. 

Following mitral valvulotomy, chest pain, fever, 
pleural effusion, pericarditis and an elevated C-reactive 
protein usually persist for three to ten days postopera- 
tively. When these symptoms last longer or flare up 
periodically, a diagnosis is made of the syndrome of 
pleuropericarditis. The syndrome tends to follow a 
remittent course, with eventual spontaneous recovery. 
Treatment is unnecessary in milder cases. In more 
severe cases, the steroids are remarkably and promptly 
effective. Salicylates have little effect. 

Hyponatremia following mitral valvulotomy is usu- 
ally a dilution effect, due to unusual retention of 
ordinary water intake. Prevention or treatment entails 
restriction of water intake postoperatively to 1,500 to 
2,000 cc. a day. Severe and protracted hyponatremia 


151 


* 


requires close attention to the control of primary cir- 
culatory abnormalities that are remediable. In some 
instances, administration of concentrated salt-poor 
human albumin is indicated for the purpose of re- 
storing normal “effective” plasma volume. Occasion- 
ally, there is actual salt depletion, and administration 
of hypertonic saline solution is then indicated. (New 
England J. Med., 257:735, 1957.) 


Laceration of a Coronary Artery 


CARLETON AND Boyp REPORT the case of a 22-year-old 
man seen five minutes after a stab wound of the chest. 
Because of shock and progressive hemothorax, emer- 
gency thoracotomy was performed two hours later. 
The pericardium was distended with blood that was 
oozing from a laceration on its anterior aspect. The 
left anterior descending coronary artery was found 
completely transected, and both proximal and distal 
cut ends were bleeding briskly. These severed ends 
were ligated. The patient recovered uneventfully. 
Subsequently, there have been no clinical or electro- 
cardiographic signs of myocardial infarction. 

Vigorous bleeding from the distal cut end of this 
vessel indicated that there were functional inter- 
coronary anastomoses in this young patient. The 
authors speculate concerning atherosclerosis as a cause 
of this phenomenon, since studies of young soldiers 
killed in Korea revealed such a high incidence of 
coronary atherosclerosis. (Am. Heart J., 56:136, 
1958.) 


Cral Iron 


IN AN EXTENSIVE REVIEW of iron therapy in children, 
Smith states that there are over 170 commercially 
available iron preparations for oral use in preventing 
and treating iron deficiency anemias. Yet, none is more 
effective than simple ferrous sulfate. Most others are 
expensive, and many are more dangerous. 

Preparations containing molybdenum, cobalt or 
vitamin C have not been demonstrated to be more 
effective or more effectively absorbed. The cobalt 
preparation has been shown to have a toxic goitro- 
genic effect in infants. 

The only indication for parenteral iron therapy 
is an inability to take oral iron. Several thorough 
investigations have shown that the rate of hemoglobin 
rise following intravenous or intramuscular iron 
preparations is not significantly more rapid than that 
following oral iron. For the rare patient who cannot 
tolerate oral iron because of gastrointestinal symp- 
toms, the intramuscular iron-dextran mixture is 


available. Although all parenteral iron preparations 
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are potentially toxic, serious reactions to this mixture 
are less common. 

There is no normal mechanism whereby the body 
can excrete injected iron. Therefore, the amount of 
parenteral iron given must be carefully calculated. 
(J. Pediat., 53:37, 1958.) 


Adrenocorticosteroids in Infectious Diseases 


Kass REVIEWS the numerous important arguments for 
and against the use of corticosteroids in the manage- 
ment of severe infections. He states that, in general, 
in the balance between host defenses and microbial 
attack, antimicrobial agents usually aid the host, 
whereas corticosteroids often aid the parasite. If host 
resistance is great enough, or if a sufficiently large 
dose of an effective antimicrobial drug can be given, 
increased susceptibility to infection is not likely to 
be manifest. If, on the other hand, host resistance is 
marginal, microbial virulence great, or antimicrobial 
therapy limited in effectiveness, the net result of the 
administration of corticosteroids is likely to be dimin- 
ished resistance to infection. 

On the basis of existing clinical or laboratory data, 
there is no unequivocal basis for the use of corti- 
costeroids in infectious diseases. Extended and care- 
fully controlled clinical observations are needed to 
determine the place, if any, of these potent thera- 
peutic tools in the management of severe infections. 


(Arch. Int. Med., 102:1, 1958.) 


Heparinized Blood for Exchange Transfusion 


VALENTINE has compared 21 exchange transfusions 
using heparinized blood with 70 exchange transfusions 
using citrated blood. The full records of the trans- 
fusions with citrated blood were not available, but in 
spite of doing these exchanges with 10 ml. blood 
aliquots, with frequent pauses, maintaining a blood 
volume deficit and giving calcium gluconate at each 
100 ml. of the exchange, several cases of severe shock 
which appeared to be due to acute heart failure 
developed near the end of the exchanges. Three 
babies died. 

Since 1955 the author has used heparinized blood 
with 1.5 ml. (1,500 units) of heparin added to 500 ml. 
of donor blood. There have been no difficulties at all 
with the 21 transfusions with heparinized blood. One 
patient had a saphenous vein cut-down and there was 
no oozing after the exchange transfusion. The babies 
were under five and one-half pounds in weight and 
were exchanged at a rate of 80 ml. per pound, re- 
ceiving between 450 and 500 ml. of heparinized blood. 
(Lancet, 2:21, 1958.) 
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ure However, the slight prolongation of blood concentra- 
Donatp, MacVicar AND Brown have used ultrasound to have little significance. (Aniibiot. Med. & Clin. 
of as a diagnostic aid in the study of abdominal masses. Therapy, 4:278, 1957.) 
ed, Ultrasound can be propagated as a beam, and the re- 
flection and transmission of this beam are the important 
phenomena. Because of the multiplicity of interfaces Cn ane See 
within the abdominal cavity and the impenetrability of | CaxciricaTion of intracranial tuberculous lesions was 
tissue-gas boundaries, the recording and mapping of _ very rare before the introduction of effective anti- 
for echoes from the reflecting surfaces is the method of tuberculous drugs, according to Lorber. In a detailed 
ge- choice. These echoes may be recorded ona cathode ray _ review of the literature of the past 100 years, this author 
ral, oscilloscope and permanent records may be made. _ found only 49 instances of proved or suspected intra- 
bial These are quite similar to those seen ona radar screen. _ cranial calcification in cerebral tuberculomas. 
ost, In 100 patients, 275 records were made. The work has One hundred thirty children were studied who devel- 
10st dealt chiefly with the various conditions of pregnancy, oped tuberculous meningitis between 1947 and 1955 
irge ovarian cysts, ascites, fibroids and abdominal carcino- _ and in whom roentgenograms of the skull were obtained 
yen, matosis. Masses containing fluid are easily but widely _ on admission and at least 21 months or more after the 
; to demonstrated. onset of their meningitis. Pathologic intracranial cal- 
e is Ultrasound, which is a form of mechanical energy, _ ification was discovered during life in roentgenograms 
bial can inflict immediate injury to tissue, by the production _ of the skulls of 63 children (48.4 per cent). In two others 
the of heat associated with the absorption of the ultrasonic —_ who died, intracranial calcification and even ossification 
nin- beam and by causing cavitation; nerve cells seem to be _ were found at necropsy. 
particularly susceptible to injury. But, by using very The earliest detectable calcification occurred 15 
lata, high frequencies and low power input the danger is _ months after the onset of the meningitis. In most cases, 
orti- minimal. the calcification became detectable two to three years 
-are- This technique is exciting and offers interesting after the onset of the disease, but in some it was not 
1 to possibilities, At present it is still a laboratory tool, but _ noticed for five years. 
era- further refinements may lead to its development as a 
ons. useful diagnostic tool. (Lancet, 1:1188, 1958.) 
Blood Levels from Oral Penicillin Preparations 19 < 
Three penicillin preparations, a coated penicillin G \ Rats: Penicillin @ 
tablet (Hyasorb), a regular penicillin G tablet and a | \ Coated Peniciilia 
ions penicillin V tablet, 500,000 units of each, were tested = \ 
rans- by Welch and his associates in ten subjects to compare WER iy 
ut in blood levels of penicillin resulting with each drug. In 12 | \ 
lood order to obtain a strictly comparable appraisal of these | \ 
lood preparations, a complete “cross-over” study was done, gl 
each utilizing the same subjects for all three types of [im | \ 
hock preparations. | 
ilure The penicillin V tablet produced much higher peak 
‘hree concentrations in the blood than did either of the other 
two preparations (see diagram at the right). A higher 
»lood average blood concentration was obtained with the 
0 ml. regular penicillin G tablet at one hour than with the 
at all coated penicillin G tablet. However, slightly lower con- 
One centrations were noted with the regular penicillin G 
e was tablet at two, four, six, eight and ten hours than with 
abies the coated penicillin G preparation. Penicillin V con- 
t and tinued to show higher blood concentrations than un- ; 
1, re- coated penicillin G through the eighth hour, but Pees A ee 
ood. showed slightly lower concentrations than the coated 


Average penicillin concentrations in the serum following oral ad- 


penicillin G tablet at the sixth, eighth and tenth hours. —_ ministration of three penicillin tablet formulations. 
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Two main sites of pathologic calcification were found. 
The more common site was the basal meninges. Less 
commonly, the calcification was intracerebral. In three 
children, calcification occurred in both places. In most 
cases, the meningeal calcification was in the vicinity of 
the sella turcica, usually above the anterior or posterior 
clinoids. There was a progressively higher incidence of 
calcification with increasing severity of the disease on 
admission. More efficient treatment, especially after the 
introduction of isoniazid, apparently resulted in an 
appreciable reduction of the over-all incidence of intra- 
cranial calcification. 

Among the 130 children, there were 21 with varying 
degrees of neurologic sequelae. Thirteen of the 21 (62 
per cent) had some form of intracranial calcification, as 
compared with 50 (46 per cent) of the 109 children 
without sequelae. 

Intracranial calcified lesions may harbor living tuber- 
cle bacilli. Six children in the author’s series suffered 
a late relapse of their tuberculous meningitis one to five 
years after their recovery with normal cerebrospinal 
fluid. All of these children had basal meningeal intra- 
cranial calcification at the time of the relapse. 

As tuberculous meningitis is still a common disease 
in many parts of the world, and as a substantial propor- 
tion of children recover on adequate treatment, it seems 
likely that this condition is becoming the most common 
cause of intracraniai calcification in children. (Am. Rev. 
Tuberc., 78:38, 1958.) 


Bronchial Perforation During Bronchoscopy 


PERFORATION of the trachea or the bronchus is a rare 
complication of bronchoscopy. Uncontrollable cough- 
ing or struggling by the patient or forceful instru- 
mental manipulation are the usual causes, according to 
Tsai and his associates. 

The clinical manifestations are those produced by 
air leakage from the respiratory tract—mediastinal and 
subcutaneous emphysema with or without pneumo- 
thorax. Pneumoperitoneum has also been encountered. 
The authors observed postbronchoscopic mediastinal 
and subcutaneous emphysema in three patients in a 
series of 2,184 bronchoscopies. 

The clinical course may be mild, alarming or fatal. 
The severity of symptoms depends upon the location 
and size of the tear, the intraluminal and extraluminal 
pressure gradient and the cardiopulmonary reserve of 
the patient. Suppression of cough and prophylactic 
antimicrobial therapy usually are sufficient in a mild 
case. Patients with severe symptoms may require oxy- 
gen, skin incisions for decompression, tracheostomy, 
mediastinostomy, or aspiration and drainage of air 
from pleural and peritoneal cavities. 
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The authors report in detail a case of bronchial per- 
foration in which the perforation was demonstrated by 
bronchography performed immediately after the bron- 
choscopic examination. (Am. Rev. Tuberc., 78:106, 
1958.) 


Role of BCG 


Tue Committee on Therapy of the American Trudeau 
Society has issued a statement on the role of BCG in 
the prevention of clinical tuberculosis. The incidence 
of conversion to a positive tuberculin test is very low 
at the present time in the United States. However, in 
certain segments of the population where the incidence 
of tuberculosis is still high, BCG has a place. Suitable 
subjects for vaccination are tuberculin-negative indi- 
viduals in the following groups: 

1. Children living in areas with a high prevalence of 
tuberculosis among the younger age groups and certain 
adults living in highly special situations. 

2. Physicians, nurses, medical and nursing students, 
laboratory workers and hospital employees. (If a hos- 
pital has established an adequate tuberculosis control 
program, very little exposure to tuberculosis will occur 
in that institution.) 

3. Persons unavoidably exposed to continued con- 
tact with infectious cases of tuberculosis in the home. 

4. Patients, inmates and employees of institutions 
such as mental hospitals and prisons in which case- 
finding programs indicate that exposure to tuberculosis 
is likely to be high. 

The protection from tuberculosis afforded by BCG 
vaccination is only relative and not permanent or en- 
tirely predictable. If the tuberculin test again becomes 
negative and the risk of infection continues, the BCG 
vaccination may need to be repeated. 

BCG vaccination has certain distinct disadvantages. 
Following vaccination, the tuberculin skin test becomes 
positive. This eliminates an important diagnostic tool 
for the early detection of infection and may delay the 
institution of specific antituberculous chemotherapy. 
Mass BCG vaccination would be especially regrettable 
in areas of low prevalence of tuberculosis since it would 
destroy the usefulness of the tuberculin skin test as a 
case-finding technique and would also make it virtually 
impossible to determine the incidence of new infections. 

Among nonreactors to tuberculin there is the al- 
ternative of using BCG to further reduce the risk of 
clinical disease or of reserving the tuberculin test for 
making an early diagnosis with subsequent treatment 
of the individual if desired. It is the responsibility of 
the physician to weigh the advantages and disadvan- 
tages in a particular situation. (Am. Rev. Tuberc., 78: 
145, 1958.) 
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Heart Disease in School Children 


Dopce, MaREsH AND Morris conducted a survey of the 
prevalence of heart disease in the school children in 41 
of Colorado’s 63 counties. The most striking finding 
was the difference in heart disease prevalence between 
the two major ethnic or cultural groups—the Spanish- 
American children and the Anglo-Americans. That 
difference, shown in the chart at the right, was more 
conspicuous for rheumatic heart disease than for 
congenital heart disease. Although genetic factors 
could not be ruled out, the authors believed that the 
difference was best explained on the basis of environ- 
mental factors—cultural or socioeconomic. (Am. J. 


Pub. Health, 48: 62, 1958.) 


Pancreatic Pseudocyst 


Pseupocyst of the pancreas is defined as a collection of 
walled-off fluid or necrotic material or both, produced 
by the action of extravasated and activated pancreatic 
enzymes on tissues with which they come in contact. 
The wall consists of the adjacent viscera covered with 
fibrous tissue of varying degrees of thickness and con- 
sistency. Once a pseudocyst is present, there is little 
hope for resolution or for spontaneous drainage into 
the gastrointestinal tract. The usual outlook for an un- 
treated case is the development of unrelenting symp- 
toms or rupture into the peritoneum with a poor prog- 
nosis. A patient with a pseudocyst diagnosed clinically 
deserves operative exploration even in the absence of 
symptoms. 

Many surgical procedures have been used for treat- 
ment of pseudocyst. Warren, Marsh and Sandusky have 
evaluated the various methods and have concluded that 
total excision of the pancreatic pseudocyst is in theory 
an ideal operation but in practice can be done only on 
small cysts unattached to vital structures. External 
drainage of the cyst is simple but results in a high 
reoperation rate and an appreciable mortality. The pro- 
cedures with the best success, when measured by low 
mortality and reoperations, are defunctionalized cysto- 
jejunostomy, transventricular cystogastrostomy and 
transduodenal cystoduodenostomy. (Ann. Surg., 147: 
903, 1958.) 


Melanosis Coli 


Wirrogscu, JACKMAN AND McDonatp have reviewed 
887 cases of melanosis coli found during 103,503 
proctoscopic examinations. The patients with the con- 
dition were predominantly women. Histologically the 
pigment in low-grade melanosis coli is limited to the 
tunica mucosa. As the condition becomes advanced, 
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the muscularis and regional lymphatics are involved. 
The pigment is deposited from the ileocecal valve to the 
anal mucocutaneous junction. Nearly 96 per cent of pa- 
tients were constipated and took laxatives. 

This is a benign condition in people who abuse 
cathartics of the anthracene groups such as cascara 
sagrada, senna, aloe, rhubarb and frangula. The condi- 
tion is reversible and does not show any precancerous 
tendencies. (Dis. of Colon ¢ Rectum, 1:172, 1958.) 


Peripheral Arterial Insufficiency 


Ross and his associates evaluated 140 patients with 
symptomatic peripheral vascular occlusive disease for 
symptoms and signs that would be of prognostic sig- 
nificance. Patients with the disease affected by frost- 
bite, phlebitis and embolus were not included in the 
study. All patients have been treated with intensive 
medical and surgical therapy except the use of vessel 
grafts. Information was obtained on the following fac- 
tors: age of the patient, duration of the symptoms, 
presence of diabetes, claudication, ulceration, amputa- 
tion rate, longevity and indications for lumbar sympa- 
thectomy. Effort was mad to compare the status of the 
patients before and after lumbar sympathectomy with 
respect to night pain, walking ability and ulceration. 

It was found that the most important features prog- 
nostically were the presence of ulceration or claudica- 
tion. In the patients with ulceration, 71 per cent had to 
have an amputation and 42 per cent died of associated 
disease within three years. In the patients with claudica- 
tion without ulceration, the amputation rate was 15 per 
cent and the death rate 18 per cent. Age and diabetes 
had less prognostic significance. 

Lumbar sympathectomy seemed to benefit some pa- 
tients with night pain and ulceration and it increased 
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the walking ability in a few, but most were unimproved 
by this operation. However, nearly every extremity was 
warmer after a lumbar sympathectomy. (Arch. Surg., 
76:857, 1958.) 


Diagnosis of a Ruptured Disk 


SHERBOK HAS DEVISED a simple test that he has found to 
be of value in differentiating the syndrome of a rup- 
tured intervertebral disk from low back conditions with 
similar clinical pictures. This test has the patient take 
a deep breath, hold his nose and then try to exhale 
through his nose until his ears pop. This attempted 
exhalation should be continued for several seconds. A 
positive test results in aggravation of the low back pain 
and sometimes radicular radiation. This test is similar 
to the jugular compression test in that it raises the 
cerebrospinal fluid pressure. The patient may be 
supine, standing or sitting when performing the test. 
(Arch. Surg., 76:986, 1958.) 


Arterial Obliterative Disease 


Mutter, Lippie anp Epmunps have treated 62 patients 
with occlusive peripheral arterial disease by two surgical 
methods—27 by inserting homografts for an occluded 
segment of vessel or constructing a by-pass graft 
around the occlusion, and 35 patients by thrombo- 
endartectomy. This series is small for the comparison 
of the results, but in this group of 62 patients, those in 
whom thromboendartectomy was performed have 
developed fewer late occlusions. 

The authors believe that thromboendartectomy of- 
fers certain advantages over grafting procedures. Col- 
lateral vessels are not divided but, rather, are often 
evacuated of thrombotic material and returned to func- 
tion. Preservation of the original vessel in thromboen- 
dartectomy eliminates the problem of angulation, kink- 
ing and wrinkling that may occur when prosthetic 
grafts are used. Further, the fear that aneurysm forma- 
tion and rupture might occur following thromboendar- 
tectomy has been substantiated only in rare instances. 
(Ann. Surg., 147: 845, 1958.) 


Pituitary Adenomas 


ECHOLS HAS TREATED surgically 20 patients with 
pituitary adenomas during a 12-year period. Ten 
patients were treated with deep x-ray therapy only. 
Echols believes that deep x-ray therapy is the pre- 
ferred treatment for pituitary adenoma unless the 
patient’s vision is seriously threatened bilaterally. 
Pituitary adenomas are usually divided into two 
groups: those confined to the immediate region of 
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the sella turcica and those with extension of a portion 
of the adenoma into the brain or nasopharynx. Two 
of the 20 patients operated upon were in this latter 
group and both were stuporous at the time of the 
operation ; both patients died. Of the 18 other patients 
with small adenomas, 12 patients had severe bitem- 
poral hemianopsia and were operated upon without 
a trial of irradiation. Six patients were operated upon 
because irradiation failed to improve vision or relieve 
headache. One patient died of a myocardial infarction 
17 months postoperative. Seventeen patients are alive 
from three to ten years postoperative; all have main- 
tained vision; all but one, who is senile, are working. 
(J. Neurosurgery, 15:447, 1958.) 


Exfoliative Cytology in the Detection of Cervix Cancer 


BerG AND BaDER BELIEVE that cytology plays an im- 
portant role in the early detection of cervical cancer. 
They consider cytology to be successful when, given 
a patient initially free of cancer, they found developing 
cervix cancer before it had become invasive. To be 
successful, the method used includes an adequate 
annual exfoliative cytologic examination. Cytologic 
material from each patient consists of smears both 
from the vaginal pool and from the cervix directly. 
The slides are fixed in ether-alcohol and stained by a 
modification of the Papanicoloaou technique. All 
smears are screened by technicians. When atypical 
cells are found, the slides are referred to physician 
cytologists for diagnosis. The reports are in three 


groups: indication for immediate biopsy, findings 


needing additional smears at short intervals, and no 
indication for repeat examination until the next 
annual visit. No diagnosis for cancer is accepted until 
proved by biopsy. 

Long experience with this method of diagnosis has 
resulted in the impression that the cumulative error 
in this form of diagnosis is less than 10 per cent per 
examination. Further, data from repeat examinations 
indicate that atypical cells will be shed from an in situ 
carcinoma for approximately eight years before in- 
vasive cervical carcinoma results. This would tend to 
minimize the error in individual examinations. The 
authors conclude that when cervical cytology is in- 
cluded in an annual examination of cancer-free women, 
deaths from cervical cancer should be almost wholly 
preventable. (Cancer, 2:758, 1958.) 


Chlorothiazide 


Cornisu used chlorothiazide in 37 patients with 
various types of edema. All patients received the 
drug orally, none requiring the parenteral form. 
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Dosage varied from 0.5 to 2 Gm. a day. Of the 29 
patients with congestive heart failure and edema, 
chlorothiazide proved effective in 28. There were 
three women of menopausal age who had edema of 
nonspecific etiology. None had evidence of cardiac, 
renal, liver or endocrine disease. Excellent results 
in the management of this edema occurred with 
chlorothiazide. One patient with acute glaucoma re- 
ceived chlorothiazide which produced a six-pound 
weight loss but was not attended by any change in 
the intraocular tension. In two patients with pre- 
menstrual headache, chlorothiazide proved effective. 
In the two patients with edema associated with cir- 
rhosis of the liver, chlorothiazide resulted in a marked 
loss of edema fluid. 

In the entire group, four patients had untoward 
reactions. Two developed skin rashes that required 
termination of chlorothiazide therapy, and two others 
had symptoms resulting from too vigorous diuresis. 


(Antibiot. Med. & Clin. Therapy, 5:310, 1958.) 


Appendicitis Under Four Years of Age 


THE HISTORY AND PHYSICAL FINDINGS of acute appendi- 
citis in early childhood are vague, unreliable and mis- 
leading. Furthermore, in this age group, acute ap- 
pendicitis can progress to perforation with great 
rapidity. These difficulties prompted Minervini and 
Santulli to review 83 such cases for an analysis of pre- 
senting signs and symptoms. 

The most frequent presenting symptom was ab- 
dominal pain (93 per cent), followed by abdominal 
pain with vomiting (77 per cent). Pain was often mani- 
fest only by fixed flexion of the legs or continuous 
crying. 

Physical examination was most often unsatisfactory, 
sometimes requiring sedation. The decision to operate 
was most often based on localization of signs to the 
right lower quadrant, and rectal tenderness or mass. 

Fever was variable but leukocytosis occurred in the 
majority. In 58 per cent, leukocytosis of more than 
15,000 was recorded. These findings received little 
emphasis in the decision to operate. 

At operation, 34 cases (41 per cent) had perforated 
acute appendicitis with acute diffuse peritonitis. In 25 
cases there was an appendiceal abscess. Drainage was 
employed in 44 cases. Among the 15 serious complica- 
tions were eight wound infections, three cases of para- 
lytic ileus, two of pelvic abscess and one each of acute 
gastric dilatation and thrombophlebitis. One death 
was attributed to anesthetic complication (cardiac ar- 
rest with subsequent cerebral damage). 

As shown in the chart at the right, the interval 
between the appearance of symptoms and the time of 


GP November 1958 


operation was a major factor in morbidity as deter- 
mined by the duration of hospitalization. This empha- 
sizes the importance of a high index of suspicion of 
acute appendicitis, despite physical findings that may 
be impossible to evaluate. (J. Pediat., 52: 324, 1958.) 


Peroneal Paralysis 


SPROFKIN BELIEVES that the most important factors in 
the production of compression neuropathy of the com- 
mon peroneal nerve and its branches (“‘leg-crossing 
palsy”) are weight loss and sitting for long periods with 
crossed legs. When the legs are crossed, the common 
peroneal nerve is compressed between the neck of the 
fibula of the uppermost leg and the superiog margin of 
the patella of the lower leg. The loss of fat may deprive 
the peroneal nerve of an element of protection. 

The disorder is commonest in middle-aged or elderly 
persons who have lost weight and who are obliged to 
become inactive. The contemporary interest in weight 
reduction and the common inclination to sit pass;vely 
before a television set constitute a favorable setting for 
the production of this pressure mononeuropathy. 

The common peroneal nerve begins at the apex of 
the popliteal space and courses infralaterally to reach 
the posterior aspect of the fibular head where it may 
be palpated below the neck of the fibula. Here it passes 
anteriorly and divides into the superficial and deep 
peroneal nerves. 

The sensory field of the superficial peroneal nerve is 
distributed over the dorsum of the foot and the adjoin- 
ing infralateral aspect of the leg. The deep peroneal 
branch innervates the dorsiflexors of the feet and the 
extensors of the toes so that a foot drop will result when 
its function is interrupted. Therefore, when the com- 
mon peroneal nerve is injured, as is often the case in 
leg-crossing paralysis, the affected foot cannot be dorsi- 
flexed at the ankle nor can its toes be extended owing 
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to involvement of the deep peroneal branch. There is 
also a sensory defect in the distribution of the super- 
ficial peroneal nerve. When only the deep peroneal 
nerve is involved, the sensory defect is not significant. 
In most cases, when the cause is recognized and avoided, 
the prognosis is good. (Arch. Int. Med., 102:82, 1958.) 


Tetralogy of Fallot 


Tue Section on Cardiovascular Surgery of the Com- 
mittee on Cardiovascular Disease of the American 
College of Chest Physicians analyzed the results ob- 
tained in the surgical treatment of 4,062 cases of the 
tetralogy of Fallot by 39 members of the Advisory 
Committee ef this section. The standard surgical pro- 
cedures for the correction of tetralogy of Fallot are the 
Blalock-Taussig systemic-pulmonary artery anastomo- 
sis, the Potts-Smith aorticopulmonary anastomosis and 
the Brock direct pulmonary valvulotomy. 

Although good results were reported in approx- 
imately 80 per cent of the patients surviving these 
various standard procedures, the true picture should 
be based on the results obtained in all cases. If a more 
critical and realistic analysis is made, one must con- 
clude that an average patient subjected to one of the 
standard operations is not justified in anticipating an 
80 per cent chance of a good result with a 20 per cent 
chance that the result will be poor. Actually he must 
face a risk of 10 to 20 per cent that he will die within 
three months of the operation: another 2 to 6 per cent 
chance that he will die within the next five years or so, 
and an additional risk of 15 to 25 per cent that he will 
obtain a poor clinical result. This may rise from such 
complications as uncontrollable pulmonary hyperten- 
sion, cardiomegaly, progressive cardiac decompensa- 
tion, important postoperative alterations of intraperi- 
cardial anatomy, bacterial endocarditis or brain 
abscess, part or all of which may be irreparable even 
by definitive surgery at a later date. In summary then, 
his chance of obtaining a good result would be 61 per 
cent with a 39 per cent chance that he will die or obtain 
a poor result. 

Until recently, such relatively beneficial results left 
little if any question regarding the advisability of rec- 
ommending one of these operations even though the 
ideal of any surgical procedure (complete correction 
of all of the defects) admittedly was unattainable. How- 
ever, recent progress in the development of the various 
cardiac by-pass techniques, which in most instances 
makes possible the ideal of complete correction of the 
defects, calls for reappraisal of the standard surgical 
indications. Complete open repair using cardiac by- 
pass techniques was reported by some as providing 
good results in most instances with a total associated 
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mortality approaching that of the standard incomplete 
techniques. 

It would therefore seem advisable to postpone all 
types of surgery in patients with the tetralogy of Fallot 
whose general condition is not poor or deteriorating 
unless a safe facility for cardiac by-pass and total cor- 
rection of all the defects is available. As further experi- 
ence actually reduces the operative risk, the surgical 
indications may be extended to patients who are doing 
well clinically if operative units providing satisfactory 
results are accessible. If the patient’s general clinical 
condition is poor or deteriorating, cardiac by-pass with 
complete correction of the defects should be done if 
safe facilities are available, but if not, one of the stand- 
ard incomplete operations should be performed. (Dis. 
of Chest, 34:103, 1958.) 


Metastatic Pulmonary Lesions 


Jensik AND Van Hazet have followed 50 patients who 
have had surgical removal of metastatic pulmonary le- 
sions. The resectability rate of these lesions was high. 
There was a slightly better prognosis for carcinomatous 
than for sarcomatous lesions as groups. Of the car- 
cinomas, those of the colon had the best prognosis, 
with one patient living more than seven years after 
operation. Of the group of 50 patients, 16 survived 
for several months to seven years which seemed long 
enough to justify removal of the metastatic pulmonary 
lesions. (Surgery, 43:1002, 1958.) 


Dilantin and Wound Healing _ 


THE COMMON OCCURRENCE of gingival hyperplasia due 
to sodium diphenylhydantoinate (Dilantin), along with 
reports of increased healing of gingival wounds under 
the influence of this drug, suggest that it produces 
increased collagenization. Shafer and his colleagues 
were therefore prompted to measure the tensile 
strength of healing wounds in rats that had been 
treated with diphenylhydantoin. 

This drug produced a dramatic increase in wound 
tensile strength as measured on tissue strips. The 
mean value was approximately 150 per cent greater 
than that of control animals. 

These authors point out that wound tensile strength 
is dependent primarily upon collagenization. Al- 
though connective tissue overgrowth clinically in- 
volves only the gingiva, the drug is obviously not 
specific for this site. It is suggested that gingival 
hyperplasia may be related to the nearly universal 
occurrence of chronic inflammation around the necks 
of teeth. (Proc. Soc. Exper. Biol. ¢ Med., 98:348, 
1958.) 
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Fire Ant Venom 


THE FIRE ANT—a relative newcomer to the United 
States—has received its full share of publicity because 
of its destructive effect upon livestock and crops. Re- 
cent investigations have disclosed that the venom of the 
fire ant has powerful insecticidal activity and is also a 
potent antibiotic with respect to several types of micro- 
érganisms. 

Blum and the other scientists who made these ob- 
servations are continuing their investigations. The 
chemical composition of fire ant venom and the effect 
of it on malignant cells are currently being studied. 
(Science, 128 :306, 1958.) 


Rabies Prophylaxis in Man 


HABEL HAS REVIEWED progress that is being made in 
connection with rabies prophylaxis in humans. A prob- 
lem of considerable importance is the frequency and 
danger of reactions to rabies vaccine. This crude bio- 
logic product is a heavy suspension of rabies-infected 
rabbit brain in which the virus has been inactivated 
by various chemical or physical agents. From 14 to 21 
or more injections are made with this crude brain 
emulsion in as many days. All patients get local reac- 
tions, usually of moderate severity. Many others de- 
velop serious involvement of the central nervous sys- 
tem (for example, encephalitis). It has been suggested 
that these neurologic reactions are related to the multi- 
ple injection of the brain tissue contained in rabies 
vaccine. It is hopeful therefore that a recently de- 
veloped vaccine, now commercially available, is a 
“killed” virus vaccine produced in duck embryos. 
When used in multiple doses comparable to the brain 
tissue vaccines, it is effective in protecting experi- 
mental animals against virus challenge and in produc- 
ing an antibody response in man. Field trials of this 
new vaccine were not reported by the author. 

A second problem has been the need for improvement 
of prophylaxis, since it had been shown that persons 
severely bitten by rabid animals developed rabies at the 
same high rate (40 per cent) whether given a full 
course of potent vaccine or no treatment. This led to 
experiments in which antibody responses were meas- 
ured after combined use of rabies antiserum and rabies 
vaccine. The results indicated that one dose of anti- 
serum followed by 12 or more daily doses of vaccine 
gave antibody responses in human volunteers that in- 
dicated a better protective effect than when vaccine 
alone was used. As reported by Habel, this new method 
of protection has now undergone a field test in Iran. 
Eighteen persons who had been bitten severely on the 
head or neck by a rabid wolf were available for pro- 
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RABIES PROPHYLAXIS IN 


No.of No. of 
Method of treatment patients deaths 
2 inoculations of serum (4 days 
apart) plus vaccine (21 days) 5 ° 
1 inoculation of serum plus vac- 
cine (21 days) 7 1 
Vaccine only 5 3 
6 inoculations of serum (alternate 
days) plus vaccine (21 days) 1 0 


phylaxis within 30 hours after exposure. The results 
of various prophylactic regimens are shown in the 
table above. 

The single case in the table in which six inoculations 
of antiserum were used was that of a youngster in 
whom the wolf bite penetrated the skull and involved 
the meninges. 

The results of this field trial suggest that the com- 
bined use of antiserum and vaccine can make an ap- 
preciable difference in the mortality in rabies since 
these were all cases in which a high mortality rate was 
to be expected. (Pub. Health Reports, 72 :667, 1957.) 


Pectus Excavatum 


Daniet has modified the surgical operation devised by 
Ravitch for pectus excavatum and has employed it suc- 
cessfully in 29 patients. 

Through a transverse incision, the subcutaneous 
tissue and pectoral muscles are dissected to expose the 
sternum and adjacent rib cage. The deformed costal 
cartilages are bilaterally resected subperichondrially, 
and the sternal attachments are divided posteriorly and 
inferiorly. The pleura is retracted laterally on each side 
and the dissection carried to the xiphoid below and as 
high as necessary. The sternal blood supply is main- 
tained by preserving the internal mammary arteries. 

The curvature of the sternum is corrected by means 
of a wedge osteotomy and repositioning anteriorly. 
Support for the sternum is obtained by suturing the 
intercostal muscles to the perichondrium on the an- 
terior surface of the sternum (with its remaining costal 
cartilages and intercostal muscles). Inferiorly the 
xiphoid is sutured to the rectus fascia and linea alba. 
The skin and subcutaneous tissues are closed as usual. 
In most instances the pleural cavity is entered on one 
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or both sides during the initial lateral dissection, and 
intercostal underwater drainage should then be estab- 
lished to prevent lung collapse. It has not been found 
necessary to use skeletal fixation, either internally or 
by external means. In some patients there has been a 
partial recurrence of the deformity, but this has hap- 
pened only after a period of six weeks, by which time 
external traction would ordinarily have been discon- 
tinued. (J. Thoracic Surg., 35:719, 1958.) 


Teflon Tubes as a Vascular Substitute 


MERENDINO, GirvIN AND THOMAS have used Teflon 
tubes in 11 patients as major vascular substitutes either 
for aneurysm or for obliterative arteriosclerotic disease. 
There were no complications. 

The authors have investigated Teflon and other 
plastic materials as vascular substitutes extensively in 
animals and the results have been quite satisfactory. 
The host reaction to Teflon has been minimal, and the 
grafts have remained pliable and have become lined 
with a thin, translucent, endothelial membrane after 
several months in experimental animals. It has been 
possible to have seamless tubes of varying sizes made 
from the material. The material is not difficult to suture 
to the host aorta. It is recommended that 50 cc. of 
the patient’s blood be. used to “preclot” the Teflon 
grafts before using in patients. This is especially 
important in patients in whom heparin is being used to 
avoid distal thrombosis. (Surgery, 43:959, 1958.) 


HUuNNER’S ULCER, or interstitial cystitis, is of unknown 
etiology. Burford and Burford have treated 187 patients 
with this condition which predominated in females (94 
per cent). The symptoms are those associated with 
small bladder capacity and irritability, sometimes with 
superimposed infection (31 per cent of patients). This 
must be cleared before diagnosis can be assured. The 
ulcer is usually located at the dome of the bladder and 
associated with blockage of the lymphatics and possibly 
the blood supply of this area. Carcinomatous changes 
are rare. 

The treatment used in these patients has been over- 
distention of the bladder, silver nitrate instillation and 
fulguration in refractory cases. After instillation of 15 
cc. of 5 per cent cocaine hydrochloride (4 per cent for 
those sensitive to cocaine), the bladder is overdistended 
to tolerance. The signs of overdistention occur when 
the last few drops of the expelled irrigating fluid are 
blood tinged. Caution should be used because the 
bladder can be ruptured. This is followed by instilla- 


tion of 2 per cent silver nitrate into the posterior 
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urethra and bladder neck, and then by another instilla- 
tion of 30 cc. of 1/1000 silver nitrate and another of 90 
to 120 cc. of water. This is held for two minutes then 
thoroughly washed out and a small amount of local 
anesthetic instilled. The average interval of treatments 
has been 42 days. In refractory cases (46 per cent) 
fulguration of the ulcer has been used. (J. Urol., 79: 
952, 1958.) 


Control of Complete Heart Block 


A SERIOUS COMPLICATION of intracardiac surgery is the 
occurrence of complete heart block in the immediate 
postoperative period. Death results when the idio- 
ventricular rhythm is too slow to maintain an adequate 
cardiac output. Drugs and electric stimulation of the 
heart via external electrodes have many limitations 
in combatting this condition. 

Weirich and his colleagues have devised a clinically 
successful method involving the use of an artificial 
pacemaker and a myocardial electrode. During surgery, 
when complete heart block occurs, a silver-plated 
copper wire is implanted into any convenient area on 
the anterior wall of the right ventricle. It is anchored 
in place and the remainder—insulated—is brought 
out through the chest wall at the time of closure. An 
indifferent electrode is placed cutaneously. Through 
the myocardial wire, an artificial pacemaker stimulates 
the heart with voltages between 1.5 and 4.5 volts. One 
patient’s heart was stimulated for 21 consecutive days 
before pacemaker support could be safely discon- 
tinued. Removal of the myocardial wire by traction is 
performed easily. 

The myocardial electrode, in this group’s hands, 
has brought about a remarkable reduction in the 
mortality from postoperative complete heart block. 
(Circ. Research, 6:410, 1958.) 


Reliability of Cardiac Output Measurement 


IN RECENT YEARS, the reliability of the practical appli- 
cation of the Fick principle in man for measuring 
cardiac output has been questioned. It has been sug- 
gested that very large errors could occur because of 
phasic variations in blood oxygen content. 

Selzer and Sudrann retested this measurement in 
157 patients using cardiac catheterization. Patients 
with a wide variety of cardiopulmonary disorders were 
included. Two separate determinations were per- 
formed in the resting state within 15 minutes. 

_ The reproducibility of mixed venous and arterial 
blood oxygen showed a high degree of accuracy, the 
median error being under 2 per cent. Oxygen con- 
sumption was less reliable, the median error between 
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the two consecutive measurements being 6 per cent. 
The arteriovenous oxygen difference showed a median 
error of 4.8 per cent, and the cardiac output calcu- 
lation showed a median error of 8.6 per cent. Accu- 
racy was the same in patients with cardiopulmonary 
diseases. 

These authors conclude that the potential error 
due to phasic variation of blood oxygen content is of 
no major importance in the determination of the basal 
cardiac output; and that a satisfactory steady state 
occurs in the vast majority of patients undergoing 
this test. (Circ. Research, 6:485, 1958.) 


Gastroscopy and Gastric Biopsy 


; Hancock AND SHINER used a Herman Taylor gastro- 
. scope fitted with a modified Wood’s gastric biopsy 
tube on the anterior surface in diagnosis of gastric 
y lesions. This combined instrument makes possible a 
i direct visualization of the biopsy area as the biopsy 
is taken. This instrument has been used on 57 patients 
d referred consecutively for gastroscopy. The gastroscope 
- is slightly larger than the usual type, but there was no 
d difficulty or added discomfort in passage. There were 
it no complications. 
“ The specimens contained full-thickness mucosa, 
h muscularis mucosa and often a little submucosa. The 
‘ technique of obtaining the biopsy requires experience 
* and as in other methods it is difficult to keep the 
ys stomach inflated. With this technique, the authors 
< diagnosed ten carcinomas of the stomach in patients 
- who had been negative radiologically. (Lancet, 1:1204, 
1958.) 
Is, 
> Heart Disease Due to Obesity 
F IN THE PAST SEVERAL YEARS a number of investigators 
have testified to the existence of a cardiopulmonary 
syndrome caused by extreme obesity. Estes and his 
associates have reported their observations in six pa- 
u. tients having this syndrome and have confirmed that it 
ng is indeed reversible by weight reduction. 
.g- The chief clinical features of the syndrome are 
of somnolence, cyanosis, polycythemia and congestive 
heart failure in a severely obese person. In association 
‘2 with the somnolence, there is evidence of hypoventila- 
os tion, especially during sleep when a type of Cheyne- 
oa Stokes breathing is observed. Cyanosis and a tendency 
ere to polycythemia seem related to the oxygen unsatura- 
tion. It is believed that pulmonary arterial pressure 
sd rises in relationship to the elevation of carbon dioxide 
the tension. Right heart strain or heart failure then may 
a result. Heart failure, when present, responds nicely to 
een usual measures (digitalis, diuretics, salt restriction), 
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but complete reversal of the syndrome depends upon 
weight reduction. 

The authors explain the development of the syn- 
drome according to the sequence shown in the follow- 
ing diagram. They note that the mechanism for the 
first step in the sequence remains to be explained. 
(Circulation, 16: 179, 1957.) 


Shock in Sepsis 


A rEviEw of deaths and complications by Peterson and 
Krippaehne has shown that death in sepsis is the most 
common pattern of death in surgical patients at the 
present time. A clinical triad of sepsis, shock and 
hyperthermia is frequently seen. During a two-year 
period (1956-57), there were 202 deaths on a surgical 
service. There were 4,351 operations during that time. 
The death figure includes all patients dying anytime 
during the hospitalization following operation. Of these 
202 deaths, 68 were classified as deaths in sepsis. 

Most of the deaths in sepsis were in the newborn, in 
young infants and in geriatric patients. Death followed 
emergency operations in 48 of the 68 patients. A group 
of typical, recurring, clinical situations were encoun- 
tered: (1) the fractured hip in the elderly patient; (2) 
the emergency urologic operation for urinary obstruc- 
tion or hemorrhage with variable degrees of urinary 
tract infection; (3) surgery for acute conditions of the 
abdomen (massive gastrointestinal hemorrhage, hollow 
viscus perforations, acute obstructions, appendicitis 
with peritonitis, empyema and gangrene of the gall- 
bladder, vascular accidents) ; (4) arterial insufficiency 
and gangrene due to arteriosclerosis obliterans or 
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diabetes mellitus ; (5) emergency operations in the new- 
born (tracheoesophageal fistula, eventration of the 
diaphragm, acute intestinal obstruction). 

Of the 68 patients, 50 demonstrated combined 
infection and shock. There were 40 instances of severe 
hyperthermia with temperatures ranging from 102 to 
108.8 degrees F. In each case the infection was severe 
and overwhelming; bacteremia, septicemia and meta- 
static phenomena were frequently observed. There 
was a large number of antibiotic-resistant organisms. 

Shock with infection was a complex of reactions. In 
some instances it was a catastrophe with sudden death; 
in others, a syndrome of functional adrenal insufficiency 
was observed, characterized by the patient’s sense of 
disaster, fever, generalized body tenderness, abdominal 
pain and ileus, tachycardia and variable degrees of 
shock which would not respond satisfactorily to blood 
volume replacement or vasopressors. The classical 
pattern of hemorrhagic shock was rarely seen. 

The treatment of shock in sepsis involves the con- 
sideration of accurate blood volume replacement, 
vasopressor therapy, short-term intravenous hydro- 
cortisone therapy, total body cooling and oxygen 
therapy, as well as antibiotics if sensitive organisms 


can be found. (Am. J. Surg., 96:158, 1958.) 


Mustard Effect 


POLYMORPHONUCLEAR LEUKOCYTES are known to contain 
alkaline phosphatase. Further, the bulk of evidence to 
date suggests that the mature polymorphonuclear 
leukocyte is much richer in this enzyme than its pre- 
cursors. 

Trubowitz and his colleagues studied the leukocytes 
of patients with malignancies who were receiving thera- 
peutic doses of nitrogen mustard. They anticipated a 
fall in leukocyte alkaline phosphatase content. In- 
stead, as the numbers of circulating leukocytes fell, 
their alkaline phosphatase increased. 

These findings support the view that nitrogen mus- 
tard acts most vigorously on the rapidly proliferating 
cells, and that alkaline phosphatase content is probably 
a measure of polymorphonuclear cell maturity. (J. Lab. 
e> Clin, Med., 52:259, 1958.) 


Toe Walking and Schizophrenia 


COLBERT AND KOEGLER DESCRIBE the cases of three chil- 
dren between the ages of 9 and 11 who had been noted 
to walk on their toes. There was also hyperkinesis and 
other variable symptoms. Each was diagnosed as child- 
hood schizophrenia, but outpatient treatment was 
impossible because of a late diagnosis in at least two 
of the instances. 
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These authors stress the medical profession’s un- 
familiarity with this phenomenon. It is an important 
sign—although usually accompanied by mental defi- 
ciency, autism and abnormal electroencephalograms. 
Toe walking may be due to dysfunction of vestibular 
pathways. (J. Pediat., 53:219, 1958.) 


Electrocardiograms in Congenital Heart Disease 


Martt, SPRATT AND JANUARY obtained electrocardiv- 
grams in 251 patients with surgically correctable con- 
genital heart diseases. The study was limited to pa- 
tients with coarctation of the aorta, patent ductus 
arteriosus, ventricular septal defect, atrial septal defect, 
isolated pulmonic stenosis and tetralogy of Fallot. It 
was found that electrocardiograms are valuable in es- 
tablishing the diagnosis of congenital heart disease but 
are not diagnostic of any specific defect. 

However, electrocardiographic evidence of left ven- 
tricular hypertrophy (LY H) actually excludes the diag- 
noses of uncomplicated pulmonic stenosis with intact 
ventricular septum, tetralogy of Fallot and atrial septal 
defect. In an acyanotic patient, LVH is compatible 
with the diagnosis of patent ductus arteriosus, coarc- 
tation of the aorta or ventricular septal defect. Right 
ventricular hypertrophy (RVH) is a rare finding in 
adult patients with coarctation of the aorta and its 
presence should lead to the suspicion of an associated 
cardiac defect. RVH is rare in patients with patent 
ductus arteriosus and when present, suggests marked 
pulmonary hypertension. RVH is common in patients 
with isolated pulmonic stenosis. The diagnosis of 
tetralogy of Fallot is untenable unless RVH is present. 
Arrythmias were unusual in all of the defects studied. 
(Angiology, 9:210, 1958.) 


Papaverine Plus Morphine 


Macris AND ASSOCIATES demonstrated drug synergism 
in pain relief in man when morphine was administered 
after a dose of papaverine. The authors compared the 
antipruritic effect of the two drugs and found both 
relieve pruritus. Since itching and pain are mediated 
by the same apparatus, they extended their observa- 
tions to test the analgesic effect of papaverine. 

In doses of 50 mg. and 100 mg., papaverine was con- 
sistently ineffective by comparison with morphine (10 
mg.) for relief of pathologic pain. However, in the ex- 
periment, patients were being used as their own con- 
trol, and it was found that when morphine was given 
following a dose of papaverine, the analgesic effect of 
the morphine was significantly enhanced. It was ap- 
parent that papaverine potentiated the action of mor- 
phine. (Science, 128:84, 1958.) 
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Bone Glue 


(American Association for the Surgery of Trauma, Chi- 
cago, Oct. 2.) PotyureTHANE (Ostamer) is found to 
cement cracks and fractures of bone. Poured into the 
fracture site, it swells and hardens into a rigid foam, 
bonding diseased or fractured ends of bone. It fixes in 
the wound within half an hour, takes 18 to 24 hours 
for complete hardening during which time a splint is 
employed. After 24 to 48 hours curing time, the af- 
fected limb may bear weight and be moved. Nontoxic, 
the foam is ultimately absorbed by the body. Results 
have been good to excellent during two years of human 
experiment, and the method appears especially prom- 
ising for elderly patients and professional athletes.— 
Dr. Manparino, Hahnemann Medical College, 
Philadelphia, and Dr. Joseru Satvatore, Walter Reed 
Hospital, Washington, D.C. 


Physicians’ Longevity 


(Second Atoms-for-Peace Conference, Geneva, Sept. 6.) A 
MORTALITY sTuDY of British radiologists indicates they 
live just as long as other physicians and do not face a 
risk of reduced life span. Those who started in the 
radiologic field since 1921, when stringent safety pre- 
cautions were generally adopted in Britain, appear 
not to have incurred any appreciable hazard, nor is 
there any evidence “‘of a nonspecific aging effect even 
among the pre-1921 population which contained the 
heavily exposed pioneer radiologists.” The results run 
contrary to United States findings that American 
radiologists seem to die five years earlier than physi- 
cians not using radiology professionally. The Ameri- 
can finding might be explained by the age distribution 
of American radiologists being different ftom that of 
other groups of United States physicians.— Dr. W. M. 
Court Brown, Western General Hospital, Edinburgh, 
Scotland, and Dr. R. Dott, London School of Hygiene 
and Tropical Medicine. 
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Radiation Resistance 
(Ibid, Sept. 5.) SomE MAMMALS may be able to acquire 


resistance or tolerance to x-ray radiation. Rat fetuses 
were exposed to 15 r through their mothers’ abdomens. 
Postbirth, they were exposed to LD-50 doses of 600 r. 
Thirty-seven of the rats survived, compared with 
survival of 25 rats of the same age which had not 
been exposed earlier to the small dose during gesta- 
tion. It could be an initial clue toward protecting man 
against radiation, by determining why the resistance 
came about.—Pror. J. Maisin, pathologist, University 
of Louvain, Belgium. 


Nerve Damage 


(Ibid, Sept. 10.) EvEN TRACER DOsEs of radioactive iso- 
topes apparently cause certain changes in the nervous 
system and blood, declared Dr. A. V. Kozlova, a 
Soviet clinician. She cited experimental work by other 
Russian physicians or scientists in which she said 
shortening of reflex time and appearance of temporary 
luminescence in the blood were observed following 
administration of tiny amounts of radioisotopes. But 
she said, ‘The changes are temporary, lasting a few 
days, and it is difficult to say yet whether they are 
harmful.” Her report followed others in which Soviet 
delegates reported that “small doses” of radiation 
above normal background levels might produce “‘pro- 
nounced posteffects in the central nervous system.” 
The small doses were defined as being ten to 100 times 
greater than background radiation. The U.S. delega- 
tion issued a statement saying that various American 
studies in general find “almost no effect on the nervous 
system at very low levels, and in this respect we are in 
disagreement with the Russian work. Effects on con- 
ditioned reflexes, electroencephalograms and periph- 
eral nerve sensitivity, are obtained in the United States 
only at high dose levels, and no effects are observed at 
low doses of the order of a few roentgens.” 
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Short-Lived Radioiodine 


(Ibid, Sept. 10.) Wirt a HaLF-LirE of only 80 minutes, 
radioiodine 132 exposes the thyroid and sex glands to 
only 1 per cent of the radiation dose received from 
iodine-131 employed for diagnostic purposes. Daily 
repeat doses can be administered to trace normal or 
abnormal activity of the thyroid, and it can also be 
used safely in pregnant women and in children. The 
iodine-132 is easily distilled from a source, the 
fission product tellurium, stored in a hospital.—Dr. 
K. E. Hatnan, Christie Hospital, Manchester, and 
Dr. E. Eric Pocuin, University College Hospital 
Medical School, London. 


And Still Shorter 


(Ibid, Sept. 10.) Ravioactive oxyGEN-15, with a half- 
life of just two minutes, promises a safe, direct tracer 
method of studying both the intake of oxygen on 
inspiration and its clearance by the blood, in small 
regional volumes of the lung. Bronchospirometry is 
avoided. But the oxygen-15 has to be prepared by 
cyclotron bombardment within the hospital.—Drs. 
N. A. Dyson, P. Hucu-Jones, G. R. Newsery and 
J. B. West, Hammersmith Hospital, London. 


Pain and Patient 
(Lowell Institute lecture, Boston, Oct. 2.) “The signifi- 


cance of the wound may be the paramount factor in 
determining the presence of pain.” Only one out of 
four badly wounded soldiers at Anzio beachhead in 
World War II felt the need of morphine, but four out 
of five civilians undergoing surgery “had enough pain 
to want something done about it.” The explanation 
might be that the soldiers’ wounds were a passport to 
safety, while the civilians’ operations were felt to be a 
disaster. The experimental use of the sick and injured, 
and not healthy persons subjected to various pain- 
measuring tests, would be the only sure method for 
determining the cause of pain.— Dr. Henry K. BEECHER, 
Harvard Medical School. 


Cancer Mimic 
(American Roentgen Ray Society, Washington, Oct. 1.) 


IN RADIOLOGIC EXAMINATION, numerous noncancerous 
conditions in the upper part of the stomach may mimic 
cancer, and physicians should be cautious in making 
diagnosis. The conditions include benign gastric les- 
ions, postoperative deformities, pressure from the 
liver, spleen or kidney. Diagnosis of cancer, or its ab- 
sence, often depends upon repeated x-ray films taken 


with the patient in a variety of positions. Even so, 
surgical exploration may be necessary to establish final 
diagnosis.—Drs. Grorce T. Wont and Lea Snore, 
Philadelphia. 


Exceptions 
(Ibid, Oct. 1.) “A positive roentgenogram x-ray film 


plus a positive sputum smear does not always equal 
pulmonary tuberculosis.” The acid-fast bacilli must be 
studied bacteriologically in order to determine their 
cultural characteristics and virulence for laboratory 
animals before the correct diagnosis can be reached. 
Cases in which the microérganisms in sputum are not 
tuberculosis bacilli appear to be rare, but are “‘prob- 
ably commoner than is generally realized.”—Dnrs. C. 
Auten Goop, Davip T. Carr, and Lyte A. Weep, 
Rochester, Minn. 


Mental Stimulant 
(American Chemical Society, Chicago, Sept. 8.) CLinicat 


TESTS are underway with a promising new drug to com- 
bat mental depressions. Related to hydrazine, a rocket 
fuel, it is 1-phenyl-2-propyl, and bears the code name 
JB-516. Animal experiments show it to be 20 to 30 
times more powerful than other antidepressant drugs 
now in use, and possessing prolonged effect.— Drs. 
Joun H. Bret and Avexanper E. Druxxer, Lakeside 
Laboratories, Milwaukee. 


Doubled Caseload 


(Health Information Foundation announcement, New 
York, Oct. 3.) ON THE AVERAGE, Americans today con- 
sult physicians twice as often per year as they did 30 
years ago. This applies to home and office visits, not 
hospitalized patients. Today’s average is almost five 
visits annually, with women tending to see physicians 
more often than men do. 


Fish Oils 


(U.S. Department of Interior announcement, Washington, 
Oct. 6.) NEW EXPERIMENTAL STUDIES on pigs and rats 
are expected to help elucidate the relationship between 
fish oils—high in unsaturated fatty acids—and chol- 
esterol deposits in arteries. Miniature pigs will be fed 
fish oil fatty acids of known degrees of unsaturation, 
then their arteries will be examined. Rat feedings will 
show which of the many fish oil fatty acids are essential 
to physiologic welfare. The studies are being directed 
by Dr. William O. Lundberg at. the University of 
Minnesota. 
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Redundant Foreskin 


Q. What is the cause of an everted and redundant fore- 


shin after circumcision ? 


A. The usual cause of an everted and redundant fore- 
skin after circumcision is the result of resecting too 
much skin and not enough preputial mucosa. The 
skin retracts and everts the mucosa which remains 
tender. Reoperation by removal of a small “ring” of 
mucosa may relieve the condition but a warning is 
given for fear of overdoing the excision and producing 
excessive tightness. 

The reason for insufficient mucosal removal is most 
likely a failure to separate the glans penis and pre- 
putial mucosa, so that the mucosa can be excised as 
required along with an equal amount of skin. 

This is frequently the case if a clamp is used with- 
out prior dissection of the prepuce from the glans. 

At the original circumcision it is best to remove 
about one-third to one-half of the mucosa and an 
equal amount of skin. 


Dermoid of Conjunctiva 


Q. What is the best age to operate for removal of a der- 
moid of the conjunctiva of a newborn ? How common 
is this condition ? 


A. A dermoid of the conjunctiva in the newborn is 
not a serious condition, and operation in infancy, or 
even in later life is ordinarily not a necessity. A clinical 
diagnosis is not difficult. Rarely, the lesion may extend 
to the cornea and obstruct the pupil. and in such 
cases, operation for removal is recommended in the 
first few weeks of life. Childhood or adult removal may 
be done if the lesion enlarges, becomes unsightly or 
Is irritating to the eye. 

There are no figures available on the incidence or 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


prevalence of dermoid of the conjunctiva. In the ex- 
perience of one large teaching hospital, the incidence 
averages three new cases yearly. 


Twitching Eyelids 


Q. Could you give me any information on the etiology and 
the treatment of the sensation of the “‘twitching’’ of 
the eyelids ? 


A. The twitching of the eyelids appears to be the re- 
sult of fatigue, the fatigue being both ocular and gen- 
eral. Most authors recommend reassurance to the 
patient, the application of compresses of one-half 
strength witch hazel and water and doses of quinine 
sulfate one to three times a day for the purpose of 
checking the muscle spasm. 


Flat Feet 


Q. In the correction of flat feet and pronation in children, 
when are inner sole and heel wedges used in contrast 
to an inner sole or an inner heel wedge alone? 


A. There is much difference of opinion among ortho- 
pedic surgeons about how to deal with the flat foot 
problem. Most ‘lat feet in children are inherited from 
one or the other of the parents or from a grandparent. 
Hereditary flat feet rarely produce any symptoms. The 
painless hereditary flat foot is not helped by arch 
supports. 

If the child complains of tired, aching or painful 
feet, treatment is indicated. Orthopedic oxfords with 
a straight last and a Thomas heel wedged % inch on 
the medial border will usually suffice. The wedging of 
the heel corrects the eversion or valgus of the os calcis. 
Felt, rubber, leather, plastic or metal arch supports are 
rarely used in my practice. 

It has been estimated that at least 50 per cent of the 
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people of the world are born with flat feet. Some of the 
world’s greatest athletes have flat feet. The patient 
who is born with a higher than normal arch is more 
likely to be disabled because of painful feet than is the 
individual with hereditary flat feet. 


Effect of Hematinics 


Q. It has been my observation that many patients taking 
such preparations as Trinsicon and Iberol return 
stating they feel extremely well in spite of the fact that 
they have no disease to suggest anything in this prepara- 
tion benefits them, including nutritional and pernici- 
ous anemia or iron defuciency anemia. Just today a 
patient who was taking one of these preparations 
(and whom I took off of it) returned, stating that she 
has felt tired and listless since she stopped taking it 
and felt the same as she did before she started taking 
it. 

My question is this: Since this is such a common oc- 
currence, could you give me some information as to 
what component, or components, explains the reason 
for this change in the person’s feeling of well being 
and what single medication could you suggest giving 
for this same effect ? 


A. If the deficiency states are adequately excluded, 
the hematinics mentioned have no specific therapeutic 
benefit. In one well-conducted study, the “tonic” 
effect of such preparations was no greater than that of 
placebos. The components of such treatment are: The 
physician’s enthusiasm and the fact that the patient 
is being “treated.” 

A word of caution: Small amounts of Bj or folic acid 
may later mask the hematologic signs of pernicious 
anemia in the susceptible person, who then may go on 
to develop central nervous system disease. 


Weber-Christian’s Disease 


Q. Ihave recently had a case of nonsuppurative nodular 
panniculitis (Weber-Christian’s disease) in a 29- 
year-old female. In the literature available to us here, 
Iam unable to find any recent reference to this dis- 
ease with the exception that occasionally it is suggested 
that the corticosteroids may be helpful inasmuch as 
the disease is thought to be related to the collagen 
diseases. Can you give me any recent information on 
the disease or refer me to any recent report or mono- 


graph on this condition ? 


A. Corticosteroids have been used in this uncommon 
disease with variable results. Note the reports of R. 
Friedenberg, Ann. Int. Med., 38:528-532, 1953; A. A. 
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Doerner, et al., Am. Rev. Tubc., 64:564-571, 1951; 
C. R. Shuman, Arch. Int. Med., 87 :669-681, 1951, and 
H. Z. Pomerantz and M. A. Simon, Ann. Int. Med, 
47:1,251-1,256, 1957. Prednisone was the steroid 
usually employed. There is no definitive treatment for 
this syndrome. 


Test for Renal Function 


Q. I would appreciate some information on the Howard 
test for renal function, including a bibliography. 


A. The Howard test takes advantage of the fact that 
even with normal over-all renal dynamics and normal 
intravenous pyelograms a kidney whose blood supply 
may be impaired enough to give hypertension excretes 
a smaller volume of urine with a lower sodium con- 
centration than the unaffected opposite kidney. This 
is measured by simultaneous bilateral ureteral cath- 
eterization and careful measurement of urine flow and 
sodium concentration. The characteristic difference is 
not seen in people with essential hypertension or with 
hypertension due to bilateral renal disease. Certain 
precautions to be taken in the performance and inter- 
pretation of the test are described in the following 
bibliography : 

1. Connor, T. B., Berthrong, M., Thomas, W. C., 
Jr., Howard, J. E.: Hypertension due to unilateral 
renal disease with report on a functional test helpful 
in diagnosis. Bulletin of the Johns Hopkins Hospital, 
100:241, 1957. 

2. Howard, J. E., Connor, T. B., and Thomas, W. 
C.: Function test for the detection of hypertension 
produced by one kidney: preliminary studies. Assoca- 
tion of American Physicians, 69:291, 1956. 

3. Hollander, W.: Current diagnosis of systemic 
arterial hypertension. Medical Clinics North America, 
p- 1407, September, 1957. 


Prevention of Serum Hepatitis 


Q. In view of the marked heat resistance of serum 
hepatitis virus and its high susceptibility to formalin, 
and with syringe sterilization as an objective, can you 
state what minimum concentrations of formaldehyde 
can be relied on to kill all non-sporing bacteria in (a) 
one minute, (b) two minutes and (c) five minutes? 


A. The premise on which the question is based is not 
proved. That is, there is no definite proof that formalin 
is effective in sterilization against the serum hepatitis 
virus. Twenty minutes autoclaving is still the only 
reliable method for preparing equipment through 
which the virus might be passed. 
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MAJOR MEDICAL INSURANCE 


LOIS LAMME 


“The problem of the man struggling to work afflicted 
with an incurable disease, the family man trying to 
keep his home together burdened with a wife afflicted 
with mental disease, the young working girl with a 
five-year battle to overcome the effects of infections 
resulting from a minor accident, the old lady in per- 
fect health who falls and breaks her hip thereby be- 
coming a lifetime invalid—these and many more like 
these represent the stuff out of which the acceptable 
plans for major medical must be made.” A. M. Wilson, 
assistant vice president and manager of the accident 
and health department of Liberty Mutual Insurance 
Company, thus characterized this newest and broadest 
of health insurance coverages in a recent brochure 
published by the United States Chamber of Commerce. 
The Chamber published the story of the “birth” of 
major medical expense insurance eight years ago. Since 
then, major medical has made outstanding progress. 
Recent testimony by former HEW Secretary Marion 
Folsom before a House appropriations subcommittee 
shows that major medical insurance coverage has in- 
creased almost 20-fold in the last five years. More than 
60 companies now offer this kind of insurance. Mr. 
Folsom said that in 1952, 700,000 persons had major 
medical or catastrophic coverage, but that by 1957 
the total had increased to an estimated 13 million. 
Major medical has evoked a tremendous amount of 
interest and attention. As some insurance company 
executives have pointed out, the American public is 
becoming aware that what it needs is protection against 
the real medical emergencies. In truly catastrophic 
emergencies, the ordinary forms of hospital and sur- 
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gical insurance are often inadequate. Major medical 
represents a bold, increasingly successful effort to 
meet this need for broad protection. 

Its coverage applies to practically any and all legiti- 
mate and normal expenses required to restore the 
patient to health. 


Wide Acceptance Noted 


J. F. Follman, Jr., general manager of the Bureau 
of Accident and Health Underwriters, says there are 
indications that the public is acquiring greater under- 
standing of the principles of major medical and is ac- 
cepting its superiority over the basic forms of medical 
expenses insurance. He says persons from a wide 
range of occupations now buy this new catastrophic 
coverage. One authority has indicated that salaried 
employees account for 30 per cent of its policies; 
individual proprietors and professional people for 22 
per cent each; salesmen and housewives for 7 per cent 
each. Four per cent of the tradespeople and students 
are included, and 3 per cent of the farmers. 

‘Adults up to 60 are eligible for coverage in most 
companies, and policies are generally renewable 
through 65. Children are eligible up to age 18, and 
several companies provide coverage from birth. The 
companies hope to extend these ages for adults, de- 
pending on whether money can be accumulated out of 
premiums payabie at younger ages to defray the in- 
creasing costs of benefits at older ages. 

The average age of adult policyholders of one com- 
pany is 41. In another company, 65 per cent of the 
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insured range in age from 36 to 50. One leading com- 
* pany reports that the average income of its insured 
is about $850 a month and that 15 per cent of its 
policyholders have incomes of less than $400 a month. 

Many employers, large and small, now include major 
medical in their group insurance programs. At the 
same time, individual major medical policies are in- 
creasing rapidly. The coverage offers obvious advan- 
tages for self-employed and professional persons. 

An appreciable number of union-negotiated health 
and welfare plans include major medical, and Blue 
Cross organizations are beginning to offer similar 
coverage. 


Scope Is Broad 


What are the reasons for this growing popularity? 
First of all, coverage is as broad in scope as possible. 
It includes all reasonable and customary medical ex- 
penses associated with the care or treatment of acci- 
dent or illness. The “blanket” nature of this protec- 
tion, in most group contracts, permits payment of 
benefits for private nurses, specialists and consultants, 
and virtually all forms of necessary medical supplies, 
braces, crutches, etc. 

Taking as an example the group major medical ex- 
pense plan currently in effect for employees of the 
Prudential Insurance Company of America, “eligible 
expenses” include almost any reasonable charges for 
services, treatments and supplies ordered by a physi- 


Profesdeant Pag 


Who has major medical insurance? An analysis of policies held by 
one major company indicates the breakdown shown in the chart 
above. 
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cian which are necessary for the treatment of an injury 
or sickness of an employee or a covered dependent. 
This definition embraces not only the usual hospital, 
surgical and medical charges, but also most of the 
other items: 

Private nursing services (R.N.’s) 

Physiotherapy 

X-ray and radium treatments 

X-ray and laboratory examinations 

Professional ambulance service 

Special medical supplies (drugs and medicines; 

blood and blood plasma; artificial limbs and 
eyes; trusses, braces, crutches; rental of wheel 
chair, hospital bed, iron lung or oxygen equip- 
ment) 

Treatment by a physician, dentist or dental 

surgeon of accidental injuries to natural teeth 

Complicated maternity and obstetric cases—such 

as those involving Cesarean section, intra- 
abdominal surgery, etc. 

The only “ineligible expenses” are those which, for 
one reason or another, the company does not believe 
it practical or proper to attempt to cover. These in- 
clude, of course, any expenses paid or otherwise con- 
sidered under the basic Group Hospital-Surgical- 
Medical-Polio Expense Plans, as well as: 

Expenses incurred for any occupational injury 
or covered by Workmen’s Compensation or 
similar laws. 

Expenses for eye refractions or fitting of glasses 


OF AN INSURANCE COMPANY 
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or hearing aids or for dental x-rays or other 
dental care and treatment (except that already 
described in connection with accidental in- 
juries). 

Charges for routine “check-up” examinations 
(unless necessary to the treatment of an injury 
or sickness). 

Room and board charges in excess of $15 a day 
(or in excess of the hospital’s standard semi- 
private rate, if greater), if private or similar 
**deluxe” accommodations are used. 

Charges incurred in any U. S. government hos- 
pital, or in any other hospital owned or operated 
by a state, province or political subdivision 
(unless there is an unconditional requirement 
that such charges be paid whether or not the 
individual may be reimbursed by insurance or 
otherwise). 

Normal maternity and delivery expenses—in- 
cluding hospital room and board expenses for 
a child during the seven-day period immedi- 
ately following its birth. (Note: This latter is 
to head off unnecessary claims for the infant’s 
room and board, which should be expected to 
be included in the hospital’s usual maternity 
services.) 

Normal maternity cases are excluded because of 
their frequency and because they are to some extent, 
at least, subject to the control of the insured so that 
it should be reasonably possible for most people to 
budget for these expenses. Many companies, however, 
provide coverage for complications of pregnancy that 
involve catastrophic expense. 


Additional Exclusions 


In addition to the exclusions listed above for the 
Prudential Insurance Company, most policies exclude 
nervous and mental disorders, expenses from injuries 
arising as a result of war and the care of persons in the 
armed forces. Still other policies exclude cosmetic 
surgery, rest cures and transportation other than local 
ambulance service. 

“This definitely is not the kind of insurance where 
you have to be run over by a herd of stampeding buffalo 
in order to collect,” writes Edmund B. Whittaker, vice 
president of the Prudential Insurance Company of 
America. He explains that in many cases, even “‘pre- 
existing” conditions are covered. It is his opinion that 
it is socially undesirable to attempt to evade payment 
of benefits for pre-existing conditions. “If the medical 
emergency is going to arise, it is certainly going to be 
no less severe just because it happened to be pre- 
existing.” 
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A maximum of flexibility 
has been built into most of 
the major medical insur- 
ance contracts. Mr. Whit- 
taker points out that with 
very few exceptions, there 
are no inside limits or 
“schedules” attempting to 
prescribe just how much 
of the maximum benefit 
may be used for hospital 
charges, how much for sur- 
gical fees, etc. An impor- 
tant exception to this is 
the hospital daily room and 
board limit that some car- 
riers find advisable when 
the patient elects to take 
private accommodations. 

Maximum benefits are 
always substantial. Limits 
range from $2,500 to 
$10,000 with the most com- 
mon amounts being $5,000 
or $7,500. The maximum is 
ordinarily designed for each 
family member for all ill- 
nesses together or for each 
individual for each accident 
or illness. Where the maxi- 
mum does apply to each ill- 
ness or to each family mem- 
ber, the total payable for 
several illnesses, or to sev- 
eral family members, may 
aggregate to several times 
the specified amount. 


Discourages Abuses 


Benefits are ordinarily 
available whether an indi- 
vidual is in or out of the 
hospital ; therefore, there is 
no inducement for un- 


needed hospitalizations. In contrast to some forms of 
health insurance, major medical does not operate 
to influence the doctor’s decision, either directly or 
indirectly. It therefore strongly appeals to the nation’s 


doctors. 


Continuous experimentation has been carried out to 
evolve the principles governing major medical. This 
experimentation has many facets—exploration of the 
scope of the whole problem—and experiment by vari- 


MEDICAL 
OR CATASTROP MIC 
COVERAGE 


Major medical insurance is becoming a 
dynamic, fast-growing type of coverage. 
its almost 20-fold increase in the last five 
years indicates that it is filling a major 
need. The rosters of major medical policy- 
holders swelled from 700,000 in 1952 to 
13 million in 1957. 
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ous segments that concern varying maximums, time 
limitations, various kinds of deductibles, and a vast 
array of coverage concepts. 

From this continuous experimentation, certain pat- 
terns and principles have emerged. One of the prob- 
lems encountered in establishing major medical insur- 
ance is qualification for benefits. Various individual 
policies differ in this respect. Basically, there is the 
question of what constitutes an aggregation of medical 
expenses of catastrophic magnitude. It is not always 
clear when a given illness began or how long it con- 
tinued, and causes of illness tend to overlap. 

One leading company establishes eligibility when- 
ever covered medical expenses exceed the deductible 
sum of $500 within any continuous period of 60 days. 
Other companies provide for an immediate cover for 
accidents and a 30-day waiting period for health. 
Most companies pay for medical expenses incurred 
within a period of two years. Confinement, in many 
cases, is not a requirement. 


Includes Built-In Safeguards 


Two of the concepts most basic to major medical are 
the “deductible” feature and “coinsurance.” These 
are built-in safeguards to keep claim costs down. 

Medical expenses must accumulate to a certain “‘de- 
ductible” sum before reimbursement can be claimed. 
Thus, the smaller, more frequent claims, which would 
be expensive to process, are eliminated. Premiums, 
therefore, can be pegged at a reasonable amount and 
the insurance dollar used for the larger expenses which 
would bring real hardship. 

The deductible feature also prevents duplication in 
policy benefits in that major medical policies often sup- 
plement the more familiar hospital, surgical and medi- 
cal policies that would cover a large part of the deduct- 
ible amount. 

The most popular amount for a deductible is $500, 
although there is a range from $100 to $1,000. The 
smaller deductibles ordinarily are offered to people 
who have no basic coverage. Higher deductibles are 
provided for individuals who can meet such costs 
from their incomes. 

The “‘corridor-type” deductible applies to policy- 
holders who already have a “basic” hospital-surgical- 
medical plan. All charges paid under the basic plan are 
excluded from the major medical policy. Then the cor- 
ridor-type deductible takes effect. The insured pays 
this amount (which frequently is as low as $100) from 
his pocket, after which major medical benefits start. 

Most major medical contracts operate on the coin- 
surance principle, wherein the company reimburses 
the insured for from 75 per cent to 80 per cent of all ex- 


170 


penses above the deductible amount. The remainin, 
percentage is paid by the policyholder, the “‘coinsur- 
er.” With a small financial interest in the cost of his 
care, the patient is not so likely to demand unreasou - 
able and unnecessary services. And like the deductible 
feature, coinsurance helps keep the premiums within 
reasonable limits. 

The following diagram shows the operation of the 
deductible and coinsurance principles: 


25% Paid by Employee 


Deductible 
Paid by 
75% Paid by Major Medical Plan 


Another safeguard employed for sound operation of 
major medical is a “cut-off” provision. This curbs 
abuses from sources such as chronic illnesses and from 
illnesses, once very serious, which have tapered off 
until they no longer represent catastrophic expendi- 
tures. This “cut-off” is accomplished by various com- 
panies in different ways. Some limit payments for a 
particular disability to a period of two or three years 
with only one deductible during that period. Others 
stop their benefits when charges during a 60-day or 90- 
day period fall below a certain level. 


Industry Develops Controls 


A nonduplication provision is a rather recent devel- 
opment. This applies in the case where a husband and 
working wife are both covered by their respective em- 
ployer’s plan. In this case, the wife could be insured 
for more than her actual expenses. A nonduplication 
provision disqualifies those charges which are covered 
under another employer’s insurance plan. 

Some controls also have been placed recently on 
out-of-hospital treatment of mental disorders. This 
treatment can extend for long periods of time and re- 
sults in very high costs. Therefore some limits have had 


- to be imposed—either by increasing the coinsurance 


percentage to perhaps 50 per cent, limiting the maxi- 
mum eligible charge to a certain fee per visit, or limit- 
ing the number of visits per year. 

Some companies are now experimenting with the 
possibility of noncancellability. One company, for ex- 
ample, guarantees that its policies are renewable for 
life, but it reserves the right to increase premiums on a 
class basis. Two other companies will not terminate up 
to age 65 but also reserve the right to increase pre- 
miums if necessary. 

Premiums for men and women and for children are 
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established separately, and the adults’ premiums usual- 
ly depend on age. Many companies use the level pre- 
mium method, wherein the charge is determined by 
the age of the insured at the time the insurance be- 
comes effective. However, other companies are using 
the step-rate pattern, in which the premium increases 
at certain ages after the policy has been issued. 


Rate-Making Principles 


Although there are still many questions about rate 
making for major medical, four guiding principles are 
rather well accepted: 

1. The cost of major medical expense insurance 
varies directly with the income. Several com- 
panies offer lower deductible plans to those 
whose incomes are below a certain figure and 
establish a higher deductible to persons with 
greater incomes. 

2. It increases with age in pretty much the same 
way as the mortality curve does. 

3. It varies with geographic area. 

4. There is a “1-2-3” cost relationship as between 
members of a family. Thus, if the claim cost for 
all an employee’s dependent children is 1, the 
employee’s own claim cost may be represented 
approximately by 2 and that of his wife by 3. 

One of the most difficult problems in setting rates for 
this type of insurance is what to do about benefits for 
retired employees. To date, because of the exorbitant 
cost of health insurance benefits after age 65, no major 
medical benefits have been permitted to continue after 
retirement. The employees, on the other hand, often 
think that their valuable protection is being taken from 
them when they need it most. Some insurance company 
officials are hopeful that some form of limited benefits 
may provide the answer to this problem. 

Claim experience shows the need for this kind of in- 
surance. The average claim paid during the last few 
years by one of the industry’s leading writers, under 
its $500 deductible policy, was $536. This is evidence 
that valuable benefits are being paid to individuals. 
This company calculates that there will be about one 
and one-half claims each year for each 100 persons 
covered, 

Another company reported a breakdown of its aver- 
age claim: hospital room and board, 24 per cent; hos- 
pital, other items, 17 per cent; medical and surgical, 45 
per cent; private duty nursing, 14 per cent. 


Flashback to Beginning 


There are many unexplored areas in the field of 
major medical, and much experimentation is expected 
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THE ACADEMY'S MAJOR MEDICAL PLAN 


The Academy sponsors a major medical plan (the Family 
Plan) for tts members which offers unusual protection. This 
Catastrophic Hospital and Nurse Expense Plan was estab- 
lished at a time when this hind of coverage had just been 
“imagined” within the insurance industry. Sixteen major 
companies were contacted before one, the American Casualty 
Company, agreed to offer Academy members this kind of 
insurance. 

More than 2,500 members are now enrolled in this plan. 
Almost 1,200 of them became policyholders last year. Thou- | 
sands of dollars in benefits already have gone to members. 

When the plan was first introduced it included a $500 de- 
ductible amount which has been lowered to $300. The premium 
rates are very low but the coverage provides up to $10,000 
in hospital and nurse expense benefits to the insured or his 
dependents. 

The Academy's family plan is quite liberal. Most similar 
plans pay only 75 per cent of the incurred hospital and nurse 
expense. The Academy plan pays all these expenses. This plan 
pays these fees whether they are incurred in or out of the hos- 
pital. It makes no exclusions whatever, covering nervous and 
mental disorders and dread diseases which some companies 


insure under separate certificates. 


to continue. However, for a review of progress, let’s go 
back to August 2, 1948. In Boston’s Parker House were 
representatives of the Liberty Mutual Insurance Com- 
pany and the Elfun Society, a voluntary association of 
some 4,000 employees, primarily executives of the 
General Electric Company. 

This society, in 1948, had appointed a committee to 
study the possibilities of protection against the costs of 
serious illness. The insurance industry, on the whole, 
was reluctant to accept such a challenge, and certain 
companies even predicted dismal failure for such a 
project. 

However, Liberty Mutual, with a vast experience in 
developing Workmen’s Compensation insurance, was 
convinced that major medical was a sensible proposal. 
This company joined with the insurance committee of 
the Elfun Society in formulating principles to govern 
the experiment. This was with a consciousness that 
there was no statistical base for establishing rates or 
principles. 

These pioneers insisted that more than any otier 
principle, there should be broad coverage, free of the 
many limitations and exclusions found in other health 
insurance policies. The plan also specified that the 
charges for services should be reasonable and neces- 
sary. Coinsurance was established at 75 per cent—25 
per cent, and a flat dollar deductible was adopted. A 
flat premium rate was set for everyone in the group. 
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On February 2, 1949, the experiment was launched. 
On February 2, 1950, dependents were added at an 
additional flat monthly premium rate. 


On February 2, 1951, retired people were enrolled. 


Meets Test of Principle 


Experience was constantly re-evaluated; premiums 
were re-established—some important lessons were 
learned, Perhaps the greatest lesson was that major 
medical meets the test of the insurance principle: that 
insurance satisfies the greatest economic need when 
it protects against a large loss which is unlikely to hap- 
pen rather than a small loss which is likely to happen. 

Liberty Mutual’s experience also has shown up the 
hidden costs of concentrating medical science on cure 
instead of prevention. A. M. Wilson, an executive of 
this company, has commented: ‘This knowledge will 
do much in eventual rejuvenation of preventive medi- 
cine in industry without which the cost of cure will 
continue to grow into an ever-increasing burden to the 
public.” 

The company has learned the need for close cooper- 
ation with the medical profession “‘lest the plan result 
in nothing more than higher fee-paying ability of the 
patient.” Continuing education is needed in this area 


so that everyone concerned with health insurance wil! 
learn that it does not create wealth but rather protects 
the individual by a sharing of the cost. 

Still more experimentation will lead to a clearer con- 
cept of what the people want and need. As a growing 
number of companies accumulate experience and as 
the public makes known its wants, new ideas are 
brought forth and coverages are accordingly modified. 

Most group major medical plans being adopted 
today are supplementary to existing hospital and sur- 
gical plans. Others, however, are single over-all plans. 

It has been concluded that some coinsurance is 
necessary. Most of the plans originally offered without 
coinsurance have been changed or have disappeared. 
There is also a trend toward smaller deductibles. 

Farsighted insurance company executives believe 
major medical may help prevent socialization of medi- 
cine and medical services. They predict that as this 
coverage becomes more widespread, big medical bills 
will cease to create such overwhelming financial and 
economic problems. This will be the answer to the 
charge that health insurance is not paying a large 
enough portion of the total health bill. 

To use the words of one authority in this field, 
**All in all, major medical expense insurance is indeed 
a dynamic coverage—and one with a future.” 


Restrictions In Hospitals 


PHYSICIANS FREQUENTLY report that changes in staff by- 
laws, rules and regulations are being made so that the 
hospital will meet the accreditation standards. In some 
instances changes are made to restrict staff membership or 
privileges in a hospital to certified specialists, on the basis 
that such changes are required for accreditation. 

A statement of policy was recently adopted by the Board 
of Commissioners of the Joint Commission on Accredita- 
tion of Hospitals that should clarify the Joint Com- 
mission’s responsibility and requirement in such matters. 
It is: 

**The Board of Commissioners of the Joint Commission 
on Accreditation of Hospitals desires: (1) to indicate to 
all staffs and interested medical organizations the policy 
of the Joint Commission when there exists a difference of 
opinion between the medical staff and the governing body 
concerning membership on the medical staff, and (2) 
also to go on record concerning membership upon 
hospital staffs. 

**1. Joint Commission Policy on Medical Staff Membership 
“ta. The Joint Commission on Accreditation of Hos- 
pitals is a voluntary organization. The purpose of the 
organization expressed in its by-laws does not give the 
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Joint Commission either the legal or the moral right 
to interfere or adjudicate in local hospital matters. 
“tb. The question of membership upon the medical 
staff is the primary concern of the governing body and 
medical staff of the hospital. The governing body has 
the legal right to appoint the medical staff and the 
moral obligation to appoint only those physicians 
who are judged by their fellows to be worthy, of good 
character, qualified and competent in their respective 
fields. 

2. Medical Staff Appointments 
"ta. Privileges may be extended to duly licensed 
qualified physicians to practice in the appropriate 
fields of general medicine, surgery, pediatrics, ob- 
stetrics, gynecology, and other recognized and ac- 
cepted fields according to the individual experience, 
competence, ability, character, judgment and ethical 
regard of the applicant as evaluated by the active 
credentials committee and recommended by it to the 
medical staff and to the governing body (or bodies). 
“tb. Individual character, competence, experience and 
judgment should be the criteria for selection. Under no 
circumstances should the accordance of staff mem- 
bership or professional privileges in a hospital be 

dependent solely upon certification, fellowship or 

membership in a specialty body or society.” 
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‘THE DOCTOR AND HIS OFFICE’ 


GP is privileged to publish a series of ten articles 

on the basic business problems affecting the practice 

of medicine today. Ten authorities discussed 

these problems at a recent Washington, D.C. forum 
sponsored by the Medical Council of the Washington 
Metropolitan Area and the Wm. S. Merrell Company. 
This is the eighth article in the series. 


Improving Your Human Relationships 


ERNEST DICHTER, PH.D. 


A RECENT INTERVIEW with members of the press con- 
firmed, unfortunately, the very things that we have 
found in our various studies dealing with doctor-patient 
relationship problems. For example, one lady asked, 
“Why do doctors charge so much?” And she took issue 
with my statement in a press release that doctors’ fees 
have not gone up so much as other prices. ‘Why don’t 
you do some work to stop the lobbying of the AMA?” 
—and so on. I tried my best to convince these people 
that the problem is much more far-reaching, much 
deeper than that. Perhaps the one very constructive, 
positive question brought out was: “You mean that 
medical associations are paying you for finding out 
these things that you stated in your press release? 
Many of them are not too flattering as far as the medical 
profession is concerned.” I said, ‘Yes, indeed they 
are, and don’t you think that that is a very positive 
proof that the doctors themselves are trying to find out 
what is wrong and how they can remedy the situation?” 
What did we do? What have we found out? We 
practice motivational research. There is some knowl- 
edge of the field, unfortunately brought about in the 
last few months through such books as The Hidden 
Persuaders, highly exaggerated and very sensational. 
All we’re really doing is going back to the public to 
find out what motivates them and why they’re doing 
what they’re doing. We’re using the techniques of so- 
cial science; we don’t rely on surface answers. If I try 
to find out why you’re wearing a gray suit, you tend 
first to give me an answer that sownds reasonable. Or if 
you ask the patient how severe his pain is, as a normal 
human being, he is most likely to answer you, ‘Hor- 
ible.” If you’re a good diagnostician, you practice the 
same kind of techniques that we practice, and you ask 
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a number of questions that will serve as indices to tell 
you how horrible his pain really was. You might ask 
him, for instance, ‘‘What did you do last night?” He'll 
say, ‘Well, I watched television, had a couple of drinks, 
then I went to bed.” “And what then?” “Well, I woke 
up this morning and I called your office.” Your first 
indication is that his pain probably wasn’t quite so 
horrible as all that. This is exactly what we practice in 
motivational research. We use a number of indices, we 
have some advance knowledge of what could be the 
possible explanation of a particular phenomenon, and 
we ask the kind of questions and use the kind of inter- 
viewing techniques—one of them called “depth inter- 
viewing,” others “projective tests,” and so on—all of 
them trying to avoid a reliance upon superficial, direct 
answers to a direct “why” question. 


Employ Depth Interviewing 


What we did for the Cali- 
fornia Medical Association, 
the California Physicians’ 
Service and several other 
companies, including phar- 
maceutical companies, 
many of them dealing in one 
way or another with the doc- 
tor-patient relationship,was 
to interview doctors and pa- 


Ernest Dichter, noted director of the 
Institute for Motivational Research, 
New York, made a number of rec- 
ommendations for improving hu- 
man relations in the doctor's office. 
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tients. In neither case did we ask either the doctor or 
the patient: “Why don’t you like your patients?” or 
“Why don’t you like your doctor?’ The answers you 
get are interesting, but most of them do not really 
penetrate enough: “I don’t like him because he never 
gives me enough time” or “He charges me too much” 
or “‘He mistreated me.” When you probe further, you 
get the same thing the other way around: “They never 
pay my bills” and “They don’t respect me” and so on. 
When you permit both parties to keep on talking at 
greater lengths and you do some more probing, depth 
interviewing, and use social science techniques, you 
discover there’s something else wrong that is much 
more important, much deeper and much more vital. 

Many things that we found wrong are not very pleas- 
ant for medical practitioners to hear. We found there 
are a number of conflicts that have arisen in the rela- 
tionship between physicians and patients because a 
number of changes have taken place in our modern 
society. These changes cannot be remedied by clever 
public relations gimmicks, by advice and consultation 
on how to measure the financial ability of your patient, 
but by much more vital answers and solutions. 

One of these conflicts is one that could be labeled 
**The Conflict Between Idealism and Commercialism.” 
Most doctors, when you ask them directly, ‘Why did 
you choose the medical profession?” give you a very 
nice, high-sounding answer. “I want to save lives. I 
love humanity.” That is one of the answers, but an 
equally important answer is, “Because it’s a good pro- 
fession in which you make a darned good living.” 

This is one of the major conflicts. We conducted 
many interviews with interns. We discovered that the 
intern with high idealism finds suddenly that all of his 
colleagues discuss where they ought to practice and 
that the criteria they utilize is: Where can you make 
more money ? The intern starts thinking: Well, maybe 
they’re the smart ones, maybe this is the criterion one 
ought to utilize. 


Personality in Conflict 


Many specific things that touch upon this conflict 
happen from the time you start your medical studies 
until the time you start practicing. The conflict is 
noticed by the patient and by the modern public. The 
patients say, in many of these hundreds of interviews 
we have conducted, ‘I don’t understand my doctor. 
On the one hand he wants me to treat him and talk 
to him like a saint, but all the saints I ever met never 
sent any bill! I don’t understand how a saint can send 
you a bill and such a high one. I wish he’d make up 
his mind as to whether he’s a businessman or a saint 
so I could treat him accordingly.” 
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Another extremely important conflict is that your 
“market” has changed. Your patients, the people that 
you’re dealing with, are not the people that they were 
40, 30, 20 years ago. They have iearned to read. They 
insist now that the medical bible be translated into 
English. If you don’t translate it for them, they go to 
the Reader’s Digest or Ladies Home Journal and 
any other mass publication—even TV—and get this 
bible translated. They then go to you the next morning 
and say, “Doc, I don’t understand why you’re giving 
me this sort of prescription. I read yesterday that 
Achromycin really is the right thing for my particular 
disease.”” What does the doctor do, being a human 
being? He says, “Nuts to you! You’re not supposed 
to read these things. J will tell you what to take. This 
has not been proved; the experiments have not been 
finished; it’s a highly sensationalized, exaggerated re- 
port.” In very many cases, true. What goes on, how- 
ever, psychologically, is that this patient all along says 
to himself, ‘‘He doesn’t want to admit that I know as 
much as he does or almost as much as he does. He 
doesn’t like me to check up on him. I’m going to find 
out, after all, why he didn’t give me what I have found 
out and learned is the right kind of prescription for 
my particular disease.” 

Moreover, there is a new partner that has emerged in 
the medical profession which is very well advertised. 
This partner is the pharmaceutical industry. This in- 
dustry tells the physician and the public, and quite 
correctly so, what they have accomplished. The modern 
patient again is suspicious, frustrated, bitter and longs 
for the old-time physician. He is caught in the same 
kind of conflict that you have been caught in. He is 
caught in this dilemma: I want an idealist, but he sends 
me a bill. I don’t know what their right attitude is. I 
want a doctor who loves me, I want a doctor who re- 
spects me, who accepts my intelligence and my ability 
to read English, and instead of that he treats me like an 
idiot and he gets mad at me because I read up on 
medical information. I thought he would be glad and 
compliment me and say, “Well, that’s very wonderful. 
The more people know, the better it is.” Instead of that 
he tells me I shouldn’t read. 


Integration Problem Noted 


The third very important conflict is the conflict be- 
tween individualism and incorporation into a coopera- 
tive society. In very many interviews with physicians 
we found very logical arguments presented to us thata 
doctor should not be controlled in any way. Many of 
these arguments sounded just as excellent as the argu- 
ments of the frontiersman who says, “I'll be darned if! 
give up my gun. You don’t mean to tell me I’m going 
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to give my gun to the sheriff and then wait until the 
sheriff protects me and my family. I’m man enough 
myself, I’m going to keep this gun.” Or, consider the 
reasoning of some other people who say, “TI’ll be 
darned if I stop at a red light: I am judge enough. I am 
a scientist, I know what I am doing and I can make 
up my mind whether I should stop at a traffic inter- 
section or not. I don’t need anybody else to tell me.” 

Now consider the patient who is being told all along 
by everybody when to stop, what to do and what not to 
do. He is caught in a cooperative web of integrating 
himself into modern society. He thinks, therefore, when 
he gets these answers in one form or another from the 
modern physician, “What right has he got to exclude 
himself and to hammer away at his individualism? I 
don’t grant him the right to decide how much to 
charge me and whom to treat for nothing. I have 
enough if the tax collector controls my income. I don’t 
want to fill out any forms that tell the doctor how much 
I make so he can figure out whether he should double 
or triple my bill. If he is smart, I’m just as smart as he 
is: I have a very old suit in my closet I haven’t worn 
for two years. I’m going to fool him with the same 
tricks he plays on me; I’m going to use my old suit 
and my old car and he’ll think I’m a pauper.” 

These are three of the main conflicts. There are many 
more going on almost continuously. The real improve- 
ment of public relations, of human relations between 
doctor and patients has to come from a broad, general, 


“The modern patient no longer looks on his family doctor as a 
medicine man or magician. The doctor must understand that his 
Patient has a broader general knowledge and no longer regards the 
art and science of medicine as a total mystery.” 
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deep understanding of these conflicts in which the 
medical profession is caught, not because it is at fault 
but because of a natural, historic, inevitable develop- 
ment. It is my thorough conviction that unless the 
medical profession learns to find the remedies itself, 
the public will use all kinds of legal advice and legal 
devices to control medicine. 

The answer does not lie in gimmicks, in trying to fool 
the patient in one more fashion by having him fill out a 
form to reveal how much he really makes. The answer 
lies in going to the crux of these difficulties. 

What are the answers? There’s a long list of them. 
Many of them should and have to come from the medi- 
cal profession itself, and from the medical practitioner. 

The first one and the most important one is this: 
Accept the fact that your patient has grown up and be glad 
about it. It is difficult to accept this, just as it is difficult 
for the father to accept the fact that his son, having 
reached 16, 17 or 18 years, does not react to Dad’s 
pounding the table but talks back. He says, ‘Why 
should I come home at midnight—or 1 o’clock or 2 
o’clock ? Explain it to me. We’re living in a democracy. 
You explain to me why I should be home at 2 o’clock; 
why I can’t stay up all night.” It was much more com- 
fortable to keep on pounding the table, to say, “Don’t 
talk back. I know better. I am older; you simply do 
what I tell you to do.” The son keeps on being obstrep- 
erous and if you don’t listen to him, if you don’t stoop 
down to argue with him, one day he simply won’t come 
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back. He’s too big, he can beat you by that time, and 
you’re lost and you’ve lost your son. Your dignity and 
your authority are gone despite, or because of the fact 
that you tried so hard to hold onto it. What I recom- 
mend, therefore, as a very important cure and remedy 
is to congratulate the patient, to be glad about the fact 
that he is beginning to understand medical knowledge, 
that he has learned to read, that the bible has been 
translated into English. And in many details, I recom- 
mend that you, yourself, keep on translating more and 
more of this bible; that you stop believing that it’s so 
darned complicated, secret and mysterious that no- 
body could understand it. 


Try to Protect Superiority 


I’m going to make*gnother nasty statement. Most 
average American citizens, having gone to high school, 
can understand most medical reports if they are writ- 
ten and presented to them in clear, simple enough 
language. It is not that complicated. You are holding 
on. You are trying to protect your illusion of supe- 
riority rather than really admitting the relative ease 
with which properly presented medical information 
can be understood. I recommend that you be grateful 
that you are dealing more and more frequently with 
grown-up, mature patients who can become—and, in 
fact, already are, whether you like it or not—your 
partners in the medical practice. 

My second recommendation is that you regard your- 
selves as businessmen. There’s nothing wrong with being 
a businessman. They have ideals, too. If you say, “We 
save lives. We are idealists. We get up in the middle of 
the night,” the engineer says, “I save lives, too. I con- 
struct the wrong bridge and a hundred people can die, 
not just one.” The modern atomic physicists can talk 
about 200,000 people that can die. We have done many 
studies in this connection and have found that they’re 
just as arrogant as you are. As other professionals they 
do not grant that you are the only ones who have con- 
trol over life and death. Even the plumber says, “If 
the toilet is plugged up, it can cause a lot of havoc 
in the house.” The automobile mechanic says, “If I 
didn’t recognize that the kingpin was broken in your 
car, your whole family could be killed.” 

~ This brings me to another very important problem 
tied in with this businessman aspect. The public does 
not consider it ethical that you charge according to the 
gravity of the disease. The patient says, ‘Well, it’s 
about the same thing as if this automobile mechanic 
said, ‘How many people ride on an average in your 
car?’ And you say, ‘Well, about six people, cause we 
have four children.’ And he says, ‘Well, I'll tell you 
what. I’m going to charge you $750 for fixing these 
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kingpins, because your whole family could have been 
killed if I hadn’t been smart enough to discover it.’” 
The patient feels that in too many cases this is exactly 
what the doctor does. The patient complains about the 
high bill and the doctor says— unfortunately, much too 
often—‘‘What’s the matter, isn’t your leg worth that 
to you?” The patient calls this, in one form or another, 
“biologic blackmail.” He says, “I want to know how 
many hours he spent on it. I grant him that he deserves 
a lot of money for his hours; he worked very hard; he 
studied very long. But I do not want to be treated so 
that he can judge how much he thinks I appreciate my 
leg and how much money I make. Nobody else in this 
whole society does it, and why should the doctor be 
allowed to do it? And darn it all, if he doesn’t listen to 
me, one of these days I’ll show him. I'll vote for things 
that he doesn’t like very much.” 


Doctors Neglect Emotional Needs 


Another very important recommendation is to recog- 
nize and understand the emotional needs of the modern 
patient. He is not only ill as far as his body is concerned. 
He has a number of secret, subconscious expectations 
when he comes to the doctor. Several years ago I gave 
a talk at the AMA in San Francisco, and one of the 
papers picked it up and used the headline: Att He Dp 
Was Make Me WELL, Say Uncraterut Patients. This 
is exactly what they say. “I spent all this money and 
all he did was to put me back where I was before I came 
to see him.” It sounds very ungrateful, indeed, very 
silly and irrational. Yet most of us expect, somehow, to 
get more out of it than just being restored to what we 
had before and with which we weren’t too happy. 
Understanding the emotional needs of the patients is 
extremely important. 

How can this be done? Consider, for instance, the 
problem of continuity. A vast majority of the patients 
complain that they see the doctor, he cures them all 
right, then they never hear from him again. The same 
problem, of course, has to be cured and treated from 
the patient’s viewpoint, too. We wrote a little booklet, 
**How to Get More From Your Doctor.” We have some 
reprints, if you’re interested. The idea set forth is this: 
If you complain that your doctor doesn’t love you, well 
(we’ve talked to several hundred doctors) the doctors 
complain, too, that you don’t love them! Sure, you've 
paid your bill, but what else have you done for your 
doctor lately? Have you sent him a card for his birth- 
day? Have you sent him a card while on vacation? You 
know, this doctor of yours is also just a human being, 
he wants to be loved just as much as you want to be 
loved. If he gets up in the middle of the night to help 
you, he expects somehow a card from you or a phone 
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call telling him how grateful you are. The majority of 
patients don’t do it; and the majority of the doctors, in 
the opinion of the patients, really do not care whether 
the patient has been cured or not. They gave him the 
prescription and unless they have a scientific interest 
they don’t want to know; they’re glad if he doesn’t call 
them back any more, and say, “Aha! One guy I got rid 
of!” What they’re asking for is a feeling of continuity. 
One simple thing, for instance, that many patients com- 


_ plain about is: “Every time I go to another doctor or I 


go back to the doctor after a long time, he asks me: 
‘When did you have your last operation?’ and I say, 
‘Gee, I don’t know. The doctor kept the records.’ ” 
One helpful idea would be to have a continuous folder 
or each patient, which would put Aim in charge of 
his own life and health. He would have a continuous 
record of what doctors he saw, what cures were rec- 
ommended and what x-rays had been taken. 


Ignore Art of Bedside Manners 


Another point is to learn to understand and practice 
human relations. One of the most frightening things is 
that very little still is being done in medical schools, 
that used to be done 50 or maybe 100 years ago: teach- 
ing bedside manners. Most of the medical students we 
talked to said, ‘Well, I just watched the old man and 
observed what he did and figured that was right and 
good enough for me.” Just imagine any modern busi- 
ness practicing human relations the same way. We 
found that a long list of things could be learned, in a 
systematic way, about human relations. It would have 
to be done in specific courses; and, in the meantime, 
afew concrete ideas might be of use to you. They were 
developed by an elderly physician in California with 
whom we discussed this difficulty of getting the doctor 
off his pedestal and making him feel and behave much 
more like a person on an equal level with his patients. 
He came back with the following ingenious idea: “I 
know I’m lazy, I don’t want to get up from behind the 
desk when the nurse sends the new patient in. Do you 
think ¢his is going to answer what you’re asking for?” 
And he put a little rack outside his office door into 
which the nurse put the patient’s chart without inform- 
ing the doctor what his name was and what the pre- 
vious diagnosis was. And he said, “‘I think if you could 
fight laziness with embarrassment, the fight against 
embarrassment would probably win out.” In other 
words, he was forced to get up from his desk, open the 
door, take the chart down and read it; and at that time 
the patient was sent in. Therefore, he was automati- 
cally forced to always receive his patients standing up 
rather than sitting behind the desk. 

Another thing the doctor did—based on our report 
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that many patients are worried and frightened by 
surgical instruments or seem to think the doctor puts 
on a show or an act when he uses these instruments 
—was to prepackage all the surgical instruments neces- 
sary for a particular operation or a particular use. 
He put red ribbons around them and labeled all the 
drawers. Personally I believe he went too far. 

Among other things we did trying to teach doctors 
human relations was to have them note whether they 
talked more rapidly, less rapidly or at the same tempo 
as their patients. Our check-charts asked: Do you get 
up before the patients do? Do you give the patient the 
impression that you don’t have enough time? 


‘First Name’ Experiment Successful 


Another thing we did with 50 physicians (who pro- 
tested violently to begin with) was to have them per- 
mit their patients to call them by their first names. The 
result was a positive one; rather than losing dignity, 
most patients accepted this as a sign of progress and 
had more respect for the doctor rather than less. 

Trying to find out for yourself whether you really 
have the right kind of practice is important not so for 
as the financial aspects or the niceness of the people 
are concerned, but from a psychologic viewpoint. We 
find many doctors who practice below their social level 
or far above their social level, and we use a series of 
questions which, when answered by the doctor, give 
him an insight as to how well he really likes his clien- 
tele. Is he in conflict with them? 

The real problem in the doctor-patient relationship 
lies in a series of historically-brought-about conflicts, 
the reluctance to accept the change of the sociologic 
and psychologic situation. The only way it can be cor- 
rected is for each doctor to understand what these 
conflicts are and to understand that the modern 
patient does not accept him any longer as a medicine 
man, mystery man or magician. The doctor must un- 
derstand that his patient has learned to read and that 
he very frequently wants the doctor to share the credit 
with the pharmaceutical company. 

I think that by following these recommendations the 
doctor will not lose dignity but will gain it. It would 
really preserve the individualism of the modern 
physician, an individualism combined and coopera- 
tively integrated with modern society. The final result 
would be to make the doctor a real leader, which he 
was at one time when he was in tune with the sociologic 
climate of the society in which he lived. 


GP calls your attention to an editorial on page 81, 


entitled “I Know a Doctor.’’ It tells about two doctors who 
practice the principles Dichter preaches.—PUBLISHER. 
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Docrors ARE VERY BUSY MORTALS. Yet their gross earn- 
ings indicate the frenzied physical effort in which they 
are involved. But the financial reward, the spendable 
income, or the amount remaining after all commit- 
ments have been met, personal as well as professional, 
is something else again. The paltry amount remaining 
to the average doctor is often so meager that he’s both- 
ered and bewildered about where all his money has 
gone. 

In our present way of life, economics has come to 
play as vital a role in the practice of medicine as the 
professional aspect or the healing of the sick. You 
might consider these two powerful forces as a team of 
horses in harness together. Now it’s unfortunate that 
their temperaments are different. The economic horse 
is a draft horse, a plodder accustomed to pulling the 
practice out of the rutholes. It is he that pays all the 
bills, but it’s difficult to make him look glamorous. The 
professional horse, on the 
other hand, draws all of the 
attention and recognition. 
He’s intelligent and imag- 
inative. Yet, if you’re going 
to be carried along in your 
career, each must pull his 
share of the load. 

One thing never fails to 
amaze me. Physicians are 


A New York medical management 
consultant, George W. Condit, spoke 
on the subject of improving business 
management and human relations. 


‘THE DOCTOR AND HIS OFFICE’ 


GP ts privileged to publish a series of ten articles 

on the basic business problems affecting the practice 

of medicine today. Ten authorities discussed 

these problems at a recent Washington, D.C. forum 
sponsored by the Medical Council of the Washington 
Metropolitan Area and The Wm. S. Merrell Company. 


This is the ninth in the series. 


How to Improve Business Management 
and Human Relations 


GEORGE W. CONDIT 


trained never to take undue risk, not to let their emo- 
tions sway their thinking. Professionally they'll go to 
any limit to avoid unnecessary hazard. Yet, so many 
times they will take as their assistant an untrained girl 
fresh out of high school who has had no commercial or 
business background. Their own patients are more se- 
lective of their personal physicians than the doctor is in 
choosing his own personnel. 

As a class, medical secretaries do a much better job 
than anyone has a right to expect. But if they were out 
in business, they would be under the wing of a trained 
employee or a supervisor during their first few weeks 
on the job. They would get better supervision. The 
type of supervision and training that the average girl 
gets in a doctor’s office is both sketchy and haphazard. 
From her very first day she’s often forced to be on her 
own and to learn what to do and what not to do at a 
great cost to the doctor. Many of the problems you 
have, your secretary has also. She too is confronted 
with days that have too few hours in them. There are 
always more things to do than there is time for. So 
anything that wecan suggest to help make her work eas- 
ier or faster will mean that she will be able to give in- 
creased attention to areas that are presently being 
overlooked or avoided. One thing to keep in mind is 
that time-saving equipment provides the most effective 
way of increasing the value of your salary expenditures. 


What the Secretary Needs 


I believe that it’s just as important for the secretary 
to have adequate quarters as it is for you to have an 
examining room or consultation room. She should have 
adequate quarters all her own in which to function. It’s 
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your waiting room or in a cramped front hall. Possibly 
at your present site you cannot give her what she 
needs in this respect, but if you ever look for other 
quarters, keep her needs in mind. Possibly, though, a 
contractor or an architect can help you find an area in 
your present office that can be partitioned off so that 
she can have a place to call her own. 

Second, the medical secretary needs adequate desk 
or table surface on which to spread her work material. 

Third, she needs good lighting and proper circula- 
tion of air, air-conditioning if possible. 

Fourth, she needs privacy in which to concentrate 
and to talk to patients over the phone and in person. 

Fifth, her location should be such that she has easy 
visual observation of the waiting room from wherever 
she’s stationed. 

Finally, and this is the most important of all, she 
needs the proper tools. Speaking of tools, your secre- 
tary should have the five following items, if we are 
going to help her da her job more efficiently : 

First, she should have an electric typewriter, if she 
doesn’t already have one. Day in and day out, she’s 
going to use her typewriter more constantly than any 
other piece of equipment in the office. She will be able 
to get her letters out 10 to 15 per cent more rapidly by 
using this machine. She will conserve 75 per cent of 
the energy that she had previously expended, and the 
letters turned out cannot be duplicated on manual 
typewriters from the standpoint of appearance. It is a 
sad commentary, but true, that a great many doctors’ 
secretaries are getting along with typewriters that are 
over a quarter of a century behind the times. Others are 
using portable machines for a heavy volume of cor- 
respondence. A business executive realizes that once it 
is fully depreciated, the government will have paid at 
least half the cost of such equipment, and so should 
you, if you’re in a high tax bracket. 

Another piece of equipment that you need is a dic- 
tating machine. Magnetic tape recorders, constantly 
improved for business usage, have brought down the 
cost of these units from well over $500 to around $200 
for some models. However, no matter what the cost, if 
it is used to capacity, it will pay for itself in a compar- 
atively short period of time. As anyone who uses this 
machine knows, it takes a certain amount of patience 
and changing of habits in order to get accustomed to 
talking to a machine, rather than to a good-looking girl 
with pencil poised sitting across the desk. But, when- 
ever you feel the urge to catch up on your cérrespond- 
ence, it will mean that only your time is involved, not 
hers. Also, by utilizing hitherto unused, unproductive 
chinks of your time, idle moments while you’re waiting 
for a patient to get dressed or be draped for an exami- 
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not helping your practice any to put her in a corner of 


nation, you'll be amazed how much of this chore can be 
handled at such intervals. Finally, it will pay for you to 
get into the habit of putting your patients’ histories on 
tape. In addition to saving time, it will greatly improve 
the appearance of your charts to later have them typed. 


Accounts Receivable Need Attention 


A third tip concerning time-saving tools for the front 
office is to give some attention to the way your accounts 
receivable are being housed. Next to the time spent at 
her typewriter, your secretary will probably devote 
more of her activities to this area than to any other. If 
her filing time is cut down only, say, 15 minutes a day 
at the most conservative figure, it will mean that 60 
hours have been found—60 additional hours that can 
be used productively over a year’s time. 

A rotary filing unit on casters will probably be your 
best buy if you have a quantity of open accounts. Its 
feather-touch control will mean that the records can be 
pulled and returned to their proper location much 
more rapidly. This type of control will also take less 
square footage of space. One such unit can accommo- 
date your present records without necessitating any 
conversion to new forms. If you send out fewer than 
250 statements a month, a kardex unit will save on the 
operational time required, over a conventional filing 
unit. However, ordinary 4” x 6” cards, filed in a 
typical filing drawer, provided they’re adequately in- 


The doctor’s secretary needs adequate quarters all her own. The entire 
operation of a doctor's office is impeded if the secretary has to work in 
@ corner of the waiting room or a cramped front hall. 
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terspersed with alphabetic dividers, will be an im- 
provement over having ledger sheets locked in a bind- 
er. The effort and time required to break the binder, to 
remove your paid-up accounts or to leaf through them 
in posting or preparing statements, is a big time- 
consumer. 

Another machine that is a real time-saver is the 
Thermofax. Doctors all over the country are looking at 
this machine with a great deal of interest. It is a copy- 
ing machine that will reproduce your accounts receiv- 
able record almost instantly into a statement suitable 
to send to your patients. Another feature of this copier 
is that it can reproduce just as rapidly your surgical re- 
ports, your instruction sheets, your medical findings, 
typewritten letters, insurance forms or anything else 
that is typewritten or printed. 

One other piece of office equipment that you ought 
to have is an adding machine. If your secretary has 
figures to work with, if she’s daily making up bank 
deposit slips or adding income and disbursement fig- 
ures as a regular procedure, she really should have one. 
But be sure that it has a tape. She will find this very 
essential in correcting her totals for errors in computa- 
tion. A good hand-operated model will last a lifetime, 
and every time that it’s used it will help pay for itself. 

Some thought should be given to improving your 
general administrative standards. On the subject of 
fees, it would sometimes seem that placing a monetary 
value for a physician’s services and seeing that these 
services are paid for is treated as though his financial 
compensation is an illegitimate offspring of a love affair 
he’s had with his profession. So many times fees are 
treated as though they do not exist and are not worthy 
of anyone’s serious attention. Why else would a doctor 
pat a patient on the back and say, “‘Now let’s not worry 
about paying my fee. We'll get you well first, and then 
we'll think about that.” Parenthetically, the landlord 
will not be happy waiting, nor will the doctor’s wife in 
many cases. And where else would you find a creditor 
who will say, ““What are you worrying about your bill 
for? I’m not.” No wonder doctors have trouble col-. 
lecting for their services! 


Should Investigate Paying Habits 


In the years to come, doctors will probably provide 
and depend upon credit information just as business 
houses do at the present time. In the meantime, what 
do you do to evaluate your patient’s financial back- 
ground? Well, for one thing, a file report from your 
local credit bureau will give you some insight into his 
paying habits. Or, a more detailed Hooper or Dun and 
Bradstreet type of special report will give you highly 
individualized information as to the rental he’s paying, 
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if he rents an apartment, or the value of his home if le 
owns one, as well as his estimated salary. One of the 
best techniques in getting general background informa- 
tion is to use a form called a “Patient Information 
Memo.” This is filled out by every new patient who 
comes into your office. It includes the name and ad- 
dress of the party, the name, address, telephone num- 
ber and department of the place where he’s employed; 
the name, address and telephone number of a relative 
who can be reached in case of emergency, and also one 
who can be contacted in event he disappears and leaves 
no forwarding address; whether or not medical and 
surgical insurance is being carried and the name and 
address of the referring party. This gives you the de- 
sired information quite painlessly yet effectively. 

One of the finest things the AMA has done from an 
administrative standpoint has been to distribute a neat 
sign that invites the patient to discuss his fee with you 
at any time. It is most helpful in producing a relaxed 
atmosphere for the financial discussions. If you’re go- 
ing to discuss your fees more frequently with your 
patients at the time the services are rendered, and it is 
highly desirable to do so, you should have your com- 
plete fee schedule written out for yourself and your 
secretary. 

We get into a very smoggy area when we get onto the 
subject of fees. There are those who believe in a stand- 
ardized fee that applies regardless of a person’s income. 
Then there are those who believe they are entitled to 
charge whatever an individual’s circumstances war- 
rant. 

Possibly you might prefer to go down the middle of 
this thorny path. It does seem equitable to have a fee 
for the lower-income group which will meet their cir- 
cumstances and another, one-third to one-half again 
higher, for those whose standard of living justifies it. 
By having a reasonable flexibility in the fees that you 
charge, yet quoting the higher fee routinely, you will 
get more for your services than by quoting normally 
the lower fee and only occasionally bolstering up your 
courage to ask for the higher one. Also, by proceeding 
from the higher level, you’re providing yourself with 
the mechanics of discussing the financial circumstances 
of the patient and his ability to pay. If it becomes evi- 
dent that consideration should be given, an adjustment 
can be made. 

What should be done about those accounts that 
have not made payments or even responded after re- 
ceiving three statements? It’s obviously not good ad- 
mistration just to keep on sending statements, yet 
many doctors do for more than a year. After you've 
sent your third monthly bill, the audit notice is a very 
handy tool to use. By having a series of three such 
notices, each a little stronger than the preceding one, 
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ostensibly sent out by your accountant but in reality 
mailed by your own office, the delinquent is contacted 
without becoming antagonized. 


Ferret Out Problem Accounts 


These forms ask for the verification of the following 
information: Is the amount and address given correct- 
ly? If the answer is no, the recipient is asked to give his 
correct location and what the balance should be. If the 
amount carried is challenged, the patient is asked to 
explain the matter in detail on the other side of the 
form. If the matter of payment is presenting a prob- 
lem, the individual is asked how he will be able to meet 
the indebtedness. If nonpayment has been due to over- 
sight, he’s asked to enclose his check in the accom- 
panying postage-prepaid envelope. Delinquents who 
will ignore these three notices—and there will be some 
—have reached the stage where they become problem 
accounts. Having been allowed to run six months, they 
now need the services of a professional collection bur- 
eau, one who knows best how to represent your inter- 
ests and get the bill paid without jeopardizing your 
public relations. 

However, before the account is actually placed for 
collection, a telephone call by your secretary is a very 
good procedure. Such calls, besides bringing in money, 
will create good will if done properly. 

Whenever your girl works out a deferred payment 
schedule with a patient, she will need budget booklets 


Medicine today is governed by two powerful forces—economics 
and the professional side, or healing of the sick. Each aspect of a doc- 
tor’s practice must carry its share of the load. 
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that indicate the amount outstanding, the date the 
payments are to be made, the size of the payments, and 
recording of them as they’re received. She will need a 
form for the debtor to sign whereby he acknowledges a 
certain amount to be due and agrees to pay a specified 
amount over a period of time. This form, if properly 
filled out and signed, will serve the same purpose as a 
promissory note, and will facilitate payment when 
pressure is required. Third, she'll need a daily ap- 
pointment calendar in order to notate these patients on 
the date they have promised to make payment. 

A handy form for any medical office to have is an 
“Acknowledgment of Responsibility.” This can be 
used whenever a sister, a brother, an uncle, an aunt, 
son, daughter or anyone else who’s not legally responsi- 
ble, has offered to pay for your services. This form, 
also, when properly filled out and signed, can mean 
the difference between an uncollectible claim and one 
that can be easily liquidated. 


Should Discuss Delinquency 


It is also a good idea to train your girl to talk with 
your slow-paying patients concerning their accounts 
when they come for additional services. In discussing 
their delinquency, she should bring up their indebted- 
ness as unemotionally as she would check their weight. 
At such times she should quietly but firmly get them 
into the habit of making small but regular payments 
on their indebtedness. 
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As a final point, you should be protected in some 
way against the evil day when your office is faced with 
misapplication of funds. Much more of this is going on 
in doctors’ offices at the present time than is ever 
realized. Possibly, as you evaluate the loyalty and in- 
tegrity of your present assistants, such a safeguard 
doesn’t seem necessary or important. Yet, with the 
current change of personnel, you don’t know whom you 
will have tomorrow or the next year. Any type of ar- 
rangement you might have which has to depend on the 
honesty of those handling your funds is not only asking 
for trouble but is not right. The late Judge Ben Lind- 
sey once said that the person who places temptation in 
the path of another is as guilty of wrongdoing when 
thievery occurs as the individual who’s fallen from 
grace. Your office should provide controls in this 
respect. 


There are other vast areas that are important in 
medical administration. There’s the matter of the 
physical layout of your office and waiting room, and 
what can be done to make them more congenial, also 
the matter of cutting confusion during office hours. 
Many offices have been seeing the public on the first- 
come, first-served basis and would like to change over 
to a full-scale appointment system. How to do so is a 
problem in administration. Some thought could well be 
directed toward trends being felt in the profession 
and how best to meet them. Even as the ladies in a 
bygone era pretended that they never sweat but merely 
glowed with perspiration, doctors have in the past 
pretty uniformly ignored the economic facts of life. 
There is evidence now, however, that they do wish 
to face up to the realities and by so doing will be able 
to practice better medicine. 


‘No Diet’ 
Weight-Reducing 
Gimmicks 


AMERICANS SPEND $2 billion for medicine each year. They take 53 million aspirin tablets daily, 
consume $227,800,000 worth of vitamin tablets and capsules annually, purchase 339 million 
prescriptions each year at a cost of $956,700. In their quest for health, the American people 
still are taken in by a great variety of weird quack devices and phony nostrums. 

Perhaps the biggest target of investigation right now is the so-called ‘tno diet” weight- 
reducing gimmick. The Postoffice Department and Federal Trade Commission currently are 
investigating about 40 dubious nostrums touted to “melt” or “float” off 10, 20 or even 30 
pounds of fat without any regulation of the appetite. Since 1955, the Postoffice Department 
has barred more than 45 such gimmicks from the mails. 

In many cases, the weight reducing package contains a printed “special plan”’—a strict 
calorie-reducing diet. 

According to recent medical testimony, a big-selling reducing tablet consists simply of 
powdered skim milk with lemon juice added. Dr. William S. Kalb told members of Congress 
that these tablets will never do any harm and certainly won’t help to reduce weight. It was 
revealed that the manufacturer probably paid about eight cents for the amount of skim milk 
in a six and one-half ounce bottle of his so-called ‘‘full stomach” reducing pills which re- 
tailed at $2.98 a bottle. 

Another drug, widely used for 20 years, will often reduce the patient’s appetite. But the 
quantity of this drug in the manvfacturer’s product was so small that even a double dosage 
would have little or no effect. 

One of the newest gimmicks is compounded of flavoring extracts and a dash of benzocaine, 
a local anaesthetic which prolongs and enhances the effect of the flavoring extracts. The 
extracts, according to the doctors, do help somewhat in curbing the appetites of patients on 
rigid lowfat diets. However, the promoter of this concoction came up with his new “‘no diet” 
formula, left out the extracts and glorified benzocaine as a new “‘wonder drug.” 

The House subcommittee investigating such matters estimates that alleged dietless dieting 
pills are raking in $100 million a year. Medical testimony further revealed that the only way 
to reduce weight is to reduce the food intake. 

Postoffice Department officials, who have jurisdiction over false and deceptive advertising 
sent through the mails, say it is difficult to stamp out hit-and-run swindles because the pro- 
moters can blanket the country with wildly extravagant claims that pay off very rapidly. By 
the time federal authorities can close in with a cease-and-desist or fraud order, the promoter has 
often exhausted the market for his product anyway and is willing to quit. He is probably 
ready to market another new “astonishing discovery.” 
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Health Education, in an address before the editorial 
board of the British Journal of Clinical Practice, said: 
“One of the most important trends in American 
medicine today is a definite and intentional retreat 
from overspecialization . . . there is a noticeable growth 
of appreciation for the general practitioner in medical 
and allied circles.” 

Using the pediatric aspects of medical practice as a 
basis for study, definite trends can be discerned which 
point to the present era as a guidepost for future 
medical education—undergraduate, graduate and post- 
graduate—trends that require a realistic view of the 
responsibilities devolving upon the general practitioner 
and the specialist, for which they in turn must be 
fully prepared and qualified. © 

Characteristics of the patient load of the general 
practitioner in the area of pediatrics, for instance, are 
typical of his patient contacts in nearly every branch 
of medicine. The results of a recent survey indicate 
that a vast majority of the membership of the American 
Academy of General Practice engage in pediatric work. 
The median number of patient contacts for pediatric 
services by Academy members is 27.5 per typical week. 


NDTI Survey Data 


The figures in the following tables have been com- 
piled from the reports of a sample of United States 
physicians participating in the National Disease and 
Therapeutic Index program in 1957. Participants were 
selected according to accepted procedures of sampling, 
and are typical of the universe of physicians in private 
practice, with proportionately comparable character- 
istics of age, geographic location and type of practice. 

The universe from which the sample was selected 
may be described as doctors of medicine in private 
practice in the United States, 65 years of age and 
under, who employ pharmaceuticals as a major form 
of therapy. By this definition, those classified as pa- 
thologists, roentgenologists, etc., were omitted. In 
addition, those in full-time hospital work, including 
residents, interns, public health and industrial physi- 
cians, and others not in private practice, were excluded. 


Diagnosis Classification 


No attempt has been made by the NDTI to dis- 
tinguish between primary and secondary diagnoses. 
Criteria for judging primary conditions are sq arbitrary 
that the question was omitted from the reporting form. 
Furthermore, it is not within the purview of the study 
to measure primary conditions. It is conceivable that 
a patient will see his physician about a minor matter 
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Dr. W. W. Bauer, director of the AMA Bureau of © 


Number of Patient Contacts 


Pediatric Aspects of Medical Practice 


This is the third of a series of articles dealing with various aspec 
of morbidity in the United States. The articles, 

prepared by the GP editorial staff, are based on statistics 
from the National Disease and Therapeutic Index, 

provided by Taylor, Harkins and Lea, Inc., Philadelphia, 
consultants in epidemiologic and medical marketing 

research to the pharmaceutic industry.—PUBLISHER 
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PERCENTAGE OF PEDIATRIC SERVICES RENDERED BY RESPONDING MEMBERS 
OF THE AMERICAN ACADEMY OF GENERAL PRACTICE IN A TYPICAL WEEK 


lto9 10 to 19 20 to 29 30 to 39 
times/ wk. times/ wh. times/ wh. 
Area (Per cent) (Per cent) 


New England 
Middle Atlantic 
South Atlantic 

East North Central 
East South Central 
West North Central 
West South Central 
Mountain 


SISKESSERS 


Unrrep States 


Source: Professional Practice Study of its members by the American Academy of General Practice. 


TOTAL NUMBER OF CONTACTS WITH PATIENTS, 14 YEARS OF AGE OR YOUNGER, 
REPORTED DURING A THREE-MONTH PERIOD 


Infective and Parasitic Diseases 
Neoplasms 

Allergic, Endocrine System, Metabolic and Nutritional 
Diseases 

Diseases of Blood and Blood-Forming Organs 

Mental, Psychoneurotic and Personality Disorders 
Diseases of Nervous System and Sense Organs 
Diseases of Circulatory System 

Diseases of Respiratory System 

Diseases of Digestive System 

Diseases of Genitourinary System 

Deliveries and Complications of Pregnancy, Childbirth 
and Puerperium 

Diseases of Skin and Cellular Tissue 

Diseases of Bones and Organs of Movement 
Congenital Malformations 

Certain Diseases of Early Infancy 

Symptoms, Senility and [ll-Defined Conditions 
Accidents, Poisonings and Violence 

Supplementary Classification for Special Admissions, 
Live Births and Stillbirths 


times/wh. 
(Per cent) 
| 30 15 

17 20 13 

= 10 18 16 

a 12 20 15 
9 15 19 
9 20 16 

8 21 12 

ae 13 19 : 15 

12 20 = 15 
Table 1. 

General Practitioner Pediatrician All Others 
IL. 8 5 17 
a 144 118 174 
26 18 9 
v. 3 15 8 
vi 154 140 94 
31 21 27 

vat. 757 526 201 

2 Ix. 124 69 45 
y x. 53 38 28 
xt. 
5 

xi. 162 93 95 
15 19 7 
xiv. 12 24 16 
xv. 12 25 2 
XVI. 91 114 39 
355 97 lll 
vets 1,037 1,142 376 

3,138 2,570 1,268 

Table 2. 
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NUMBER OF PATIENT VISITS, ACCORDING TO TOP-RANKING 
DIAGNOSES, RECORDED DURING THREE-MONTH PERIOD 


Rank Classification General Practitioner Pediatrician All Others 
1. Acute Tonsillitis 296 126 49 
; 2. Acute Upper Respiratory Infection of Multiple or : 
: Unspecified Sites 187 118 37 
3. Acute Pharyngitis 127 119 15 
: 4, Otitis Media Without Mention of Mastoiditis 93 98 30 
: 5. Gastroenteritis and Colitis, Except Ulcerative, Age 4 
Weeks and Over 57 38 12 
7 6. Acute Nasopharyngitis (Common Cold) 47 19 13 
j 7. Hay Fever 45 25 79 
8. Accidental Poisoning by Bromides 44 6 11 
9. Impetigo 43 24 9 
10. Multiple Open Wounds of Unspecified Location 43 ll 5 
ll. Asthma 42 38 67 
12. Influenza with Other Respiratory Manifestations, and 
Influenza Unqualified 42 22 9 
13. Bronchitis Unqualified 38 38 9 
14. Streptococcal Sore Throat 25 2 3 
15. Certain Diseases of Lymph Nodes and Lymph Channels 25 13 5 
16. Bronchitis 25 10 6 
17. Accidental Poisoning by Cyanide Gas 25 13 3 
18. Dermatitis 24 14 12 
19. Open Wound of Scalp 22 4 8 
20. Hypertrophy of Tonsils and Adenoids 21 29 42 
21. Symptoms Referable to Abdomen and Lower 
Gastrointestinal System 20 15 7 
22. Dermatophytoses 20 6 
23. Allergic Disorders Excluding Hay Fever, Asthma, 
Angioneurotic Edema, Urticaria, Allergic Eczema 19 21 12 
24. Miscellaneous General Symptoms 19 47 12 
25. Fracture of Radius and Ulna 19 2 3 
26. Diseases Attributable to Viruses (Excluding Common 
Cold; Influenza ; Atypical Pneumonia-Virus Pneumonia; 
Infectious Warts; and Molluscum Contagiosum) - 18 19 4 
27. Boil and Carbuncle 18 7 7 
28. Cellulitis and Abscess Without Mention of Lymphangitis 
(Excluding Tenosynovitis) 18 5 3 
29. Fracture of Clavicle 16 2 5 
30. Open Wound of Finger(s) ; 15 7 3 
31. Superficial Injury of Other, Multiple and Unspecified 
Sites (Excluding Superficial Injury of Head) 15 5 4 
32. Cystitis 15 7 3 
33. Bronchopneumonia 15 8 3 
34. Otitis Externa 15 8 13 
35. Infestation With Worms of Mixed and Unspecified Type 
(Ascariasis, Oxyuriasis, Mixed Intestinal Helminth In- 
festation) 15 4 _- 
Conjunctivitis and Ophthalmia ‘14 8 4 
Anemia of Unspecified Type 13 8 4 
Eczema 13 10 6 
Symptoms Referable to Respiratory System 13 ll 5 


Open Wound of Knee, Leg (Excluding Thigh) and 
Ankle, Not Involving Tendons 


Table 3. (This table is continued on next page.) 
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TABLE 3 CONTINUED 


Hypochromic Anemias 

Redundant Prepuce and Phimosis 

Diseases of Sweat and Sebaceous Glands 

Rubella (German Measles) 

Obesity, Not Specified as of Endocrine Origin 

Diseases of Upper Respiratory Tract (Including: Ab- 
scess; Angina Faucium; Cellulitis, Pharynx; Edema; 
Faucitis; etc.) 

Local Infections of Skin and Subcutaneous Tissue (In- 
cluding: Dermatitis, Ecthymia, Pyoderma, etc.) 
Whooping Cough 

Vincent’s Infection 

Mumps 

Disorders of Occlusion, Eruption and Tooth 
Development 

Functional Disorders of Intestines 

Cellulitis of Finger and Toe 

Symptoms Referable to Upper Gastrointestinal Tract 
Other Fungus Infections 

Urticaria 

Diseases of Ear and Mastoid Process 

Primary Atypical Pneumonia 

Hernia of Abdominal Cavity Without Mention of 
Obstruction 

Muscular Rheumatism 

Ill-Defined Unknown Causes of Morbidity and Moriality 
Open Wound of Elbow, Forearm and Wrist, Not 
Involving Tendons 

Superficial Injury of Face and Neck 

Burn Confined to Lower Limb(s) 

Injury of Unspecified Nature 
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Table 3. (Continued from previous page.) 


which in no way involves a more serious ailment for ous condition is not treated on the occasion reported 
which he has been having treatment. If this more seri- _ by the physician, it will not be recorded. 


Unit of Measure 


Where the measurement of a disease is concerned, 

PATIENT CONTACTS the NDTI uses the concept of a “‘contact” or patient 

visit. A contact occurs every time a physician attends 

a patient, whether he is giving therapy or not. Be- 

cause there is always a possibility that a physician 

may contact a patient more than once during a given 

survey period, the number of contacts for a given 

disease may sometimes exceed the number of indivi- 
dual patients treated. 

Table 2 shows the total number of contacts with 
patients 14 years of age or younger, reported by 
general practitioners, pediatricians and all others, dur- 
ing a three-month period. It represents a total of 336 


Age Group General Practitioner 


365 
203 
129 
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Oe 41. 12 6 5 
42. i 7 
43. 5 22 
44. 10 12 
45. 10 12 1 
10 2 
47. 
1 2 
50. 2 
51. 
52. 
53. 
54. 
55. 
56. 
59. 
61. 
62 
‘ 
an 64. 7 1 1 
65. 7 3 4 
186 


CONGENITAL MALFORMATIONS (CATEGORY XIV) 


Pediatrician General Practitioner All Others 

Congenital Hydrocephalus 1 

: Congenital Malformations of Nervous System and 

; Sense Organs 1 1 2 
_ Congenital Malformations of Circulatory System 14 3 4 
_ Cleft Palate and Harelip 1 
Congenital Malformations of Digestive System 3 1 2 
( Congenital Malformations of GU System 2 3 6 
Congenital Malformations of Bones and Joints 2 4 1 
Congenital Malformations, Not Elsewhere Classified — — 1 


CERTAIN DISEASES OF EARLY INFANCY (CATEGORY XV) 


Brain Injury Without Mention of Immaturity 
Postnatal Asphyxia and Atelectasis 
Pneumonia of Newborn 

Diarrheas of Newborn 

Umbilical and Other Sepsis of Newborn 
Hemolytic Disease of Newbora 

Hemorrhagic Disease of Newborn 
Nutritional Maladjustment 

Ill-Defined Diseases Peculiar to Early Infancy 


5 
3 1 aes 
1 
2 1 1 
4 per 
1 3 
1 
7 4 1 
3 1 


ted diseases or reasons for patient visits, classified in 18 
general categories. 

Table 3 shows the number of patient visits to 
general practitioners, except for “health supervision,” 
listed according to the top-ranking 65 diagnoses or 

ed, reasons for visit as recorded during the three-month 

ent period. 

nds 

Be- Diseases OF THE REsPrRATORY SysTEM (CATEGORY 

‘ian VIII) 

ven The category “Diseases of the Respiratory System,” 

ven includes acute upper respiratory infections (including 

ivi- common cold), influenza, pneumonia, bronchitis and 
other diseases of the respiratory system such as hy- 

vith pertrophy of tonsils and adenoids, peritonsillar abscess, 

by chronic pharyngitis, nasopharyngitis, sinusitis, pul- 

a monary congestion and hypostasis, pulmonary col- 

35 


lapse, etc. Eleven, or about 17 per cent, including the 
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top three, of the 65 top-ranking conditions shown in 
Table 3, fall within this disease classification. 

Table 4 is an NDTI breakdown showing the number 
of patient contacts in Category VIII (Diseases of the 
Respiratory System) at various ages as seen by the 
general practitioner, the pediatrician and all others 
for the survey period. 


CONGENITAL MALFORMATIONS (CATEGORY XIV AnD 
Diseases OF Earty Inrancy (CaTrecory XV) 


During the three-month period here reported, the 
pediatrician diagnosed more conditions within these 
two categories than did the general practitioner. How- 
ever, none of the conditions classified under either 
category appears among the top 65 diagnoses or reasons 
for patient visits in the age group 0 to 14 years accord- 
ing to the reports. 
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ia 
| 16 
| | | 
| 
Table 5. 
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MENTAL, PSYCHONEUROTIC AND PERSONALITY DISORDERS (CATEGORY V) 


Schizophrenic Disorders 

Anxiety Reaction Without Mention of Somatic 
Symptoms 

Hysterical Reaction Without Mention of Anxiety 
Reaction 

Psychoneurosis With Somatic Symptoms Affecting 
Digestive System 

Psychoneurosis With Somatic Symptoms Affecting 
Other Systems 

Pathologic Personality 

Immature Personality 

Primary Childhood Behavior Problems 

Mental Deficiency 


Pediatrici 


DISEASES OF NERVOUS SYSTEM (CATEGORY VI) 


Meningitis, Excluding Meningococcal and Tuberculous 

Encephalitis, Myelitis and Encephalomyelitis 
(Excluding Abscess or Pyogenic Infection) 

Late Effects of Intracranial Abscess or Pyogenic 
Infection 

Cerebral Spastic Infantile Paralysis 

Other Cerebral Paralysis 

Epilepsy 

Migraine 

Trigeminal Neuralgia 

Unspecified Forms of Neuralgia and Neuritis 

Conjunctivitis and Ophthalmia 

Blepharitis 

Hordeolum (Stye) 

Iritis 

Inflammation of Optic Nerve and Retina 

Inflammation of Lacrimal Glands and Ducts 

Other Inflammatory Diseases of Eye 

Refractive Errors 

Corneal Ulcer 

Strabismus 

Otitis Externa 

Otitis Media Without Mention of Mastoiditis 

Other Inflammatory Diseases of Ear 

Other Diseases of Ear and Mastoid Process 

Other Deafness 


wal fl | cree ] 


“GP Volume XVIII, Number 5 


if 
General Practitioner All Others 
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1 
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1 
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THREE-MONTH PERIOD 


HEALTH SUPERVISION—NUMBER OF PATIENT CONTACTS—AGES TO 14 YEARS— 


Prophylactic Inoculations and Vaccinations 

Medical or Special Examinations 

Single Birth Without Mention of Immaturity 

Medical and Surgical After-Care 

Follow-up Examination After Operation, Injury or 
Disease Other Thar Tuberculosis 

Other Persons Without Complaint or Sickness 

Single Birth (Immature) 

Twin Birth Without Mention of Immaturity ; Mate Live 
Born 

Prenatal Care 

Twin Birth (Immature) With Mate Live Born 


353 369 112 
63 110 33 
27 17 51 
25 19 36 
14 — 6 

9 30 5 
6 
1 


MENTAL PsYCHONEUROTIC AND PERSONALITY DiIs- 
orDERS (CATEGORY V) AND DisEasEs OF NERVOUS 
System AND Sense Orcans (Catecory VI) 


The following tables indicate the diseases or condi- 
tions for which patient contacts were reported within 
the above categories. Four of the diseases included 
under Category VI appear in the top-ranking 65 diag- 
noses or reasons for patient visits. (Table 3) i.e., Nos. 
4, 34, 36, 57. None of the reasons for patient visits in 
Category V appears in Table 3. 

It is the present consensus that early recognition of 
abnormal behavior patterns in children may make 
treatment spectacularly successful and rapid. Early 
cases, if handled with patience and understanding, 
often do not require referral or hospitalization. 


HeatrH Supervision (Carecory XVIII) 


The individual conditions or reasons for patient 
visits in the health supervision category were not in- 
cluded among the 65 top-ranking diagnoses since they 
present problems somewhat different from those listed 
in Table 3. 

However, it is interesting to note that if they had 
been so included, prophylactic inoculations and vac- 
cinations, and medical or special examinations would 
have headed the list. Pediatricians reported about 9 
per cent more patient contacts in the health super- 
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vision category than did general practitioners, and all 
others saw only 33 per cent as many as the pediatri- 
cian. This is of special interest when it is remembered 
that the study did not include physicians in public 
health work, hospital staff assignments, residencies, 
internships and other posts outside of private practice. 
Of the total of 2,555 patient contacts in the health 
supervision classification, general practitioners, pedia- 
tricians and “all others” accounted for 40 per cent, 45 
per cent and 15 per cent respectively. 


The Present and Projected Future of Pediatric 
Practice 


According to statistics from the Bureau of the Cen- 
sus, there were a total of 31,972,081 children in the 
United States, 14 years of age or under, in 1940. Pro- 
jections indicate a likelihood of a total of 55,295,000 
children in this age group by 1960, an increase of more 
than 72 per cent within only 20 years (Table 9). 

In a previous article, some conception of the present 
total population and projected increase was given in 
order to urge a quantitative analysis of the nation’s 
medical requirements. The medical profession, to 
maintain the control gained thus far over childhood 
diseases, must be prepared for the population increase 
predicted for the pediatric years and be constantly alert 
to new developments which strengthen our combative 
forces. 
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a General Practitioner Pediatrician All Others 
539 591 133 
6 
1,037 1,142 376 
Table 8. 
4 
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POPULATION BY AGE AND SEX, 1940, 1950 WITH PROJECTIONS FOR 1960, 1970 AND 1975 


Under 5 Years 


5 to 9 Years 10 to 14 Years 


Year Male Female 


Male Female Male Female 


1940 5,354,808 
1950 8,236,164 
1960 Projection: 9,922,000 
1970 Projection: 11,790,000 
1975 Projection: 13,671,000 


5,186,716 
7,927,407 
9,526,000 
11,308,000 
13,104,000 


5,418,823 
6,714,555 
9,779,000 
10,849,000 
12,222,000 


5,265,799 
6,485,130 
9,373,000 
10,368,000 
11,680,000 


5,952,329 
5,660,300 
8,779,000 
10,351,000 
10,845,000 


5,793,606 
5,458,869 
8,406,000 
9,901,000 
10,373,000 


Source: Statistical Abstract of the U.S., 1956, Department of Commerce; Bureau of the Census. 


At present, about 24 per cent of the nation’s medical 
schools provide a program in general practice. Hospital 
residencies in general practice are relatively recent, 
but there are, at present, 188 hospitals which offer such 
residencies, and this number is increasing. Table 10 
shows the number of residencies in general practice, as 
compared with pediatrics and internal medicine. 

General practice residencies as a rule include post- 
graduate training in general medicine, pediatrics and 
obstetrics and provide some elemental surgery, ortho- 
pedics, pathology, radiology, dermatology, ear, nose 
and throat, gynecology and urology. Often there is 
a well-planned clinic experience under a preceptor 
who, himself, is a practicing physician. 

A large midwestern university conducted a survey 
among its medical school graduates of 1955, and those 


TOTAL APPOINTMENTS (ALL YEAR) 


No. of Filled 
Hospitals Sept. 1, 
Approved 


xnternal Medicine 600 


General Practice 188 481 


250 1,437 
4,135 


Source: JAMA 165:459—-October 5, 1957. 


Table 10. 
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of 1954 who were completing the internship year. 
Thirteen fields of practice were included in the re- 
turns from the questionnaire. Almost twice as many 
intended to enter general practice (37 per cent) as the 
next most popular field, internal medicine (19 per 
cent). Surgery followed (14 per cent), neuropsychiatry 
was third (6 per cent), and, surprisingly, obstetrics 
and gynecology ranked still lower (4 per cent). 

There is little or no similarity between the thera- 
peutic armamentarium of today’s general practitioner 
and that of 30 years ago. There has also ceased to be a 
similarity between the status of the general practitioner 
and his prototype of three decades ago. The various 
medical specialties are important and necessary in view 
of today’s rapidly moving progress in medicine. There 
are many categories of disease and injury which de- 
mand the intensive training, concentration and techni- 
cal skill of the specialist. The general practitioner 
fully recognizes this need for his patient’s good, and 
the specialist appreciates that general practitioners 
have an important contribution to the team for the 
total good of the patient. 

In the interest of the whole patient, the general 
practitioner and the specialist more and more must 
work together, pooling knowledge and skill, in the 
hospital and elsewhere. 

The logic and importance of such interrelationships 
and interdependence among general practitioners and 
specialists is attested to by the increasing recognition 
of general practice in medical schools and the growing 
popularity of general practice residencies in hospitals. 


Summery 


The patient load of the general practitioner in the 
pediatric field attests to the continued dependence of 
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the family upon the family doctor. Of the 6,976 pediat- —_ognition of the general practitioner as the valuable 
ric patient visits reported, 3,138 (45 per cent) were —_ adjunct he is to any medical consultation by hospital 
seen by the general practitioner; 2,570 (37 per cent) “teams” and by specialists. Thus, there devolves upon 
by the pediatrician, and 1,268 (18 per cent) by all the general practitioner the obligation of maintaining 
others. Of 2,555 of these patient contacts in the health his medical qualifications in line with today’s fast- 
supervision category, general practitioners saw 40 per moving medical progress. This can best be accom- 
cent, pediatricians 45 per cent, and all others 15 per _ plished by broader recognition of the modern needs 
cent. of general practice at the undergraduate, graduate 
Today, there is a discernible trend toward fuller rec- —_ and_ postgraduate levels. 


WHAT OTHERS ARE SAYING... 


Current Concepts of Therapy 


THE spEcTRE of socialized medicine as a means of punishing doctors is often evoked by dis- 
satisfied patients, their relatives and friends. They are not in favor of this measure for cause 
—they are for it because so many doctors are against it. The chilling fact that their grievances 
will not be lessened, but aggravated under that system, is lest to most of them. As though 
placing handcuffs on the doctor had a beneficial effect in limiting disease. 

This attitude may be due to the circumstance that too many physicians and surgeons 
oppose socialized medicine for the wrong reasons. When they see its dangers to be a threat to 
their income, prestige and authority, they are alarmed by only the slightest aspects of this 
malignancy. What is best for the patient has ever been the infallible guide to sound practice 
—remember ? If state domination can better provide for its citizens in all aspects of life and 
welfare, it will prevail. History affords ample evidence that state control destroys individual 
rights. The process invariably begins by proclaiming the guarantee of better health care. 

There are advantages to you as a practicing physician under a regimen of state medicine. 
Permit me to be the devil’s advocate for that system. Among the creature comforts gained 

will be assured income and hours of work. There will be so many hours per week for a salary 
—the rest is overtime. As a government employee you will have a paid vacation, educational 
opportunities, and retirement and pension benefits. Health and accident provisions will be 
‘provided. The concern for determining a fair fee will be removed as, of course, will be the 
worry about collections. The threat of malpractice litigation will be appreciably softened as 
you are an agent of the state in this system. 

For every “benefit” granted to doctors, the patient takes terrific losses. First and worst, he 
loses his right of choice. His right to consult a quack or cultist is jeopardized. We are dis- 
mayed at his choice, yet it is our duty as citizens to defend his right to be wrong. The doctor 
will be working for the state, paid by the state and responsible to the state. Treatment be- 
comes standardized as efficiency and cost are more important than individuals. As everyone 
now has the right of “free”’ care, the demand skyrockets. There are too few physicians so it 
follows that quantity takes precedence over quality. 

The beginning of the loss of liberty leads to serfdom. These few words just hint at the 
magnitude of this vicious proposal. It is for such reasons that the medical profession is op- 
posed to statism.—Ralph A. Johnson, Detrorr Mepicat News, March 24, 1958, Vol. XLIX, 
No. 46, p. 6. 
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Two Mew Mosby Sooke 
which Review Recent Progress 


“Jreatment of Cancer 
Just Published! 
Edited by Albert Segaloff, M.D. 


BREAST CANCER 


Evaluates and Summarizes the Views and 
Conclusions of 30 Outstanding Specialists 


An up-to-the-minute evaluation of the latest infor- 
mation on one of the most unique malignancies of 
our time, breast cancer, this new book contains the 
written presentations and panel discussions of 30 out- 
standing specialists representing 10 areas of medicine 
who attended the American Cancer Society’s Second 
Biennial Louisiana Cancer Conference. 

Published with a minimum amount of editing to pre- 
serve the freshness of the Symposium, the various 
sections of the book indicate precisely what each 
participant believes is the latest and most significant 
contribution of his specialty to the total care of the 
patient. The conclusions reached are clearly sum- 
marized. Although the subject is a controversial one, 
many of the controversies are put into their place by 
these specialists. This book is essential reading for 
every man in medicine who comes in contact with 
this disease. 


Edited by ALBERT SEGALOFF, M.D., Associate Professor of Clinical 
Medicine, Tulane University School of Medicine; Director of Endocri 
Research, A Ochsner Medical Foundation. Written by 30 contributors. 
Just Published. 257 pages, 6%" x 9%", illustrated. Price $5.00. 


Just Published! 
Edited by Walter J. Burdette,M.D.,Ph.D. 


ETIOLOGY AND 
TREATMENT OF LEUKEMIA 


Reviews Progress in Treatment and Causes 


A recording of the proceedings of the First Louisiana 
Cancer Conference, ETIOLOGY AND TREAT- 
MENT OF LEUKEMIA gives you a brief review and 
outline of current progress in the treatment of leukemia 
and its possible causes. 


Covering the ideas and exchanges between the 15 
contributors who participated in this Symposium, 
this new Mosby book contains more detailed and up- 
to-date information than any current books avail- 
able and has a broader scope than journal articles. 
While retaining much of the spontaneity and flavor 
of the original presentation, the authors discuss such 
recent advances as Chemotherapy of leukemia, with 
Myleran, Chlorambucil, and present evidence for 
irradiation and viruses as causative agents of leukemia. 
Edited by WALTER J. BURDETTE, Ph. D., M.D., F.A.C.S., Professor and 
Head of the t of Surgery and Director of the Laboratory of 
Clinical Biology, University of Utah College of Medicine. Written by 15 
contributors. Just Published. 167 pages, 6%" x 9%", 22 illustrations. 
Price, $4.00. 

At your Favorite Bookstore or 

Order on 10 Day Approval From 


The C. V. MOSBY Company 


3207 Washington Bivd., St. Lovis 3, Mo. 


ELECTROCARDIOGRAPH 


The new Burdick dual-speed EK-III is 
not miniaturized! Smaller and lighter, it 
still produces a sharp, full, standard-sized 
5 cm. record—at either 25 mm. or 50 mm. 
per second! 


The unit weighs just 22% pounds 
(26% pounds with all accessories). Com- 
pact design and unique carrying handle 
make the EK-III the ideal instrument for 
accurate office cardiography, as well as 
for bedside use. 


Investigate the advantages of the new 
Burdick EK-III. Your Burdick repre- 
sentative will gladly demonstrate the 
instrument at your convenience .. . or 
write directly to the company for com- 
plete descriptive material. No obligation, 
of course. 


Routine electrocardiograms are important under age 
40 for future comparison; over age 40 for screening. 
JAMA, Mar, 28, 1953 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: NEW YORK * CHICAGO * ATLANTA * LOS ANGELES 
Dealers in all principal cities 


“GP Volume XVIII, Number 5 


: 
a 
Ver 
WY 
ever! 
Wiz | 
— 
_EK-II dual-speed 
: 
192 


Cerebral Palsy. By Joseph D. Russ, M.D. and Hyman R. Soboloff, 


M.D. Pp. 77. Price, $4.00. Charles C Thomas, Springfield, Ill., 


1958. 


THIS MONOGRAPH is a recent addition to this publisher’s 


American Lecture Series, the current topics being pediatric 
in nature. It is a primer or handbook on the subject of 
cerebral palsy covered in an outline manner. 

The first portion of the text deals with classification of 
these disorders and the discussion then extends to etiology, 
diagnosis, treatment, etc. The section on diagnosis is par- 
ticularly valuable in that it gives a comprehensive picture 
of cerebral palsy. Prognostication will interest everyone 
who must talk to the parents of these afflicted children. 
Therapy is necessarily discussed in only general terms. 
Because of its limited nature, this portion of the text may 
not be valuable to someone seriously engaged in treatment. 
However, it will be of interest to any general practitioner 
or pediatrician in that it will familiarize him with the latest 
aim, accomplishments and approaches in management. 

The book is short, informative, readable and valuable to 
any physician who attends children. 

HAMMOND, M.D. 


Parent-Child Tensions. By Berthold Eric Schwarz, M.D. and Bar- 
tholomew A. Ruggieri, M.D. Pp. 227. Price, $4.95. J. B. 
Lippincott Company, Philadelphia, 1958. 

Tus BOOK, written in nontechnical language, is addressed 

to the lay public which has an interest in child behavior 

problems. It is the thoughtful distillation of the practical 
experience of the authors, one a pediatrician and the other 

a psychiatrist. 

They demonstrate “that in almost every case of an emo- 
tionally disturbed child, the child’s specific disturbed feel- 
ings stem directly from specific disturbed feelings in 
parents. Thus the physician can pinpoint for the first time 
the source of the child’s emotional disturbances.” 

From the viewpoint of preventive medicine, this volume 
is of importance to parents who are faced with the problem 
of a disturbed child. Of greater significance in prevention, 
however, this text would be of importance to college 
students and young married people. 
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Practitioner's Bookshelf 


The authors should be complimented upon the book’s 
simplicity and organization. It is recommended for reading 
by the family physician and to the parents for whom this 
book is written. —Louis H. WEINER, M.D. 


Surgery in World War ll. Ophthalmology and Otolaryngology. Edited 
by Colonel John Boyd Bates, Jr., M.C. Pp. 605. Price, $5.00. 
Office of the Surgeon General, Department of the Army, Wash- 
ington, D.C., 1957. 

Tuis BOOK is a history of these two specialties in World War 

II—a recording of administrative and clinical aspects in all 

theaters of operation. It was produced under the direction 

of Major General S. B. Hays, surgeon general of the United 

States Army, with many well-known specialists con- 

tributing. The text discusses the development of new 

techniques and improvisations in the management of prob- 
lems as they arose, many of which are of lasting value, 
others already outmoded. As one volume of the medical 

history of medicine and surgery in World War II, it has a 

very important place in the over-all history of medicine. 

This volume is well illustrated, mainly in black and white. 
Every medical library should have a copy of the book. 

Many ophthalmologists, especially those who “were there,” 

will want a copy. The general practitioners will not be 

particularly inclined to wade through it. 
—Joun F. Mosuer, M.D. 


Bone Diseases in Medical Practice. By J. Snapper, M.D. Pp. 229. 
Price, $15.00. Grune ¢ Stratton, Inc., New York, 1957. 


TRvE To its title, this book, by an extremely well-qualified 
author, contains an excellent description of bone diseases 
and covers no phase of traumatic affections of the bone. 
Following a preliminary excellent description of the physi- 
ology of bone, the various abnormalities of bone found in 
medical practice that are strictly under the classification of 
bone disease are well covered. The illustrations, all of which 
are in the back of the book, are very well done. If the illus- 
trations of the various diseases of bone had been included, 
together with their description, and distributed throughout 
the text, better mental pictures of these disorders might be 
obtained by the general practitioner. 

Since the average general practitioner is so busy he will 
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not have the time to avail himself of a medical library unless 
it is extremely convenient, I believe this book should form 
a part of his personal reference library. Its coverage is 
quite complete and yet the descriptions are clearly pre- 
sented and the average reader will not be lost in any maze 
of various and numerous opinions by other medical men. 
—Harorp V. Zuser, M.D. 


Clinical Enzymology. Edited by Gustav J. Martin, Sc.D. Pp. 241. 
Price, $6.00. Little, Brown ¢> Company, Boston, 1958. 


ENZYMATIC SUBSTANCES are rapidly assuming a position of 
importance in clinical medicine. The diagnostic and thera- 
peutic uses of enzymes have expanded at a rapid pace 
during the past several years. Dr. Martin’s volume, there- 
fore, is a timely one, and its contents provide the reader 
with a quick but informative tour of this new province of 
medicine. 

Portions of the text are couched in the rather technical 
jargon of the protein chemist, undoubtedly through neces- 
sity since the concepts put forward deal with rather com- 
plex chemical details. These chapters are not likely to be of 
value to the majority of physicians, as the terminology and 
principles involved are rather esoteric. However, the dis- 
cussions relating to the therapeutic and diagnostic uses of 
enzymes—which comprise the bulk of this well-written 
volume—are lucidly presented and well worth the attention 


of the practicing physician. Indeed, it behooves physiciai:s 
to become familiar with these basic knowns and unknowiis 
in this new but growing field. 

While Clinical Enzymology is not an essential addition to 
the working library of most physicians, it appears to repre- 
sent the best available source of gathered information re- 
garding the clinical use of enzymes. As a reference book, 
however, it merits a place on the practitioner’s bookshelf. 

—KENNETH M. Moser, 


Pediatric Index. By Edwin F. Patton, M.D. Pp. 639. Price, $13.50. 

C. V. Mosby Company, St. Louis, 1958. 

As THE TITLE indicates, this is an index-type book, printed 
much like a dictionary. It makes use of dark bold type and 
lighter italic-like type, making scanning and hunting of 
words or symptoms easy. 

There are three sections to the index of the text, as fol- 
lows: I. Symptomatological Diagnosis, covering 312 pages; 
II. Definitive Diagnosis and Current Management, cover- 
ing 300 pages; and III. Special Data and Technique, 
covering 14 pages. Between these sections there is heavy- 
weight, colored paper to make it easier to turn from one 
section to another quickly. 

The preface is a must in order to understand the reason 
for this index and to know how to utilize it for best results. 
The preface states that the author “presupposes that the 
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Save time . . . reduce tedious repetition. Prescribe the 
Knox “Eat and Reduce’”’ Booklets for your cardiac, hyper- 
tensive and obese patients. Color-coded diets of 1200, 
1600 and 1800 calories are based on Food Exchanges’ 
. . . eliminate calorie counting . . . promote accurate 
adjustment of caloric levels to the individual patient. 
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practitioner using this index already possesses a substantial 
working fund of medical knowledge which the book en- 
deavors to supplement by filling gaps, preventing oversights 
and epitomizing essential facts. It is particularly useful in 
running down obscure diagnoses by scanning conditions 
listed under various symptoms.” 

Section I is the problem as it confronts the doctor— 
complaints, symptoms and signs. It correlates these in three 
arbitrary groups: (1) birth to two weeks; (2) two weeks to 
two years; and (3) almost any age. It then correlates them 
to accompanying clinical features. This leads to possible 
diagnoses which are listed alphabetically. 

Section II carries on with the problem of proving or 
disproving the diagnosis which has been selected as most 
probable, and what to do about it. This is not a lengthy 
diagnosis and is intended to be an outline and review of 
things already known. 

Section III contains material applicable to several condi- 
tions in order to save repetition, plus some helpful miscel- 
laneous information. 

I am finding this an excellent book to have on my desk for 
quick reference and daily use. It is good as a “nearby” 
consulting agent to raise questions, stimulate deeper interest 
in problems I might slide over, and as a stimulus to review 
newer techniques and aspects of the less frequent problems 
of general practice. —Manyorie E. Conrab, M.D. 


A Therapeutic Index. By C. M. Miller, M.D. and B. K. Ellen- 
bogen, M.D. Pp. 155. Price, $3.50. Williams ¢ Wilkins, 
Company, Baltimore, 1957. 


In Tus pocket-sized volume of good readability the authors 
have endeavored to summarize briefly most of the modern 
facts of treatment, particularly for general practitioners 
and hospital residents. In addition to 123 pages of Thera- 
peutic Index devoted to many of the common and some of 
the unusual conditions encountered by physicians, the 
32-page appendix includes information concerning corti- 
sone and corticotrophin, dosage tables, practical pro- 
cedures, urine examinations, useful diets, infectious fevers, 
normal values, approximate equivalents and conversion 
factors used in medical practice. 

This book does not compare favorably with many avail- 
able volumes on therapy, and it is not satisfactory for 
reference purposes. It is not recommended for the general 
physician. —Fioyp C. Bratt, M.D. 


Abnormal Labor. By L. A. Calkins, M.D. Pp. 70. Price, $2.75. 
Charles C Thomas, Springfield, Ill. 1958. 


THE pPuRPOSE of this book is to present problems en- 
countered in parturition, and it accomplishes this very 
well. The contents are divided into three parts, each 
dealing with a stage of labor. The appendix discusses 


Chas. B. Knox Gelatine Co., Inc. 
Professional Service Department GP-38 
Johnstown, N. Y. 
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the prediction; the duration of the second stage of labor; 
the descent phase; and the pelvic floor phase. This is very 
well written and would be of value to general practitioners. 

The text does not go into great detail but discusses the 
common problems encountered and would be of great help 
in general problems. As background for this book, it would 
be wise to consider reading the text entitled Normal Labor. 
by the same author. 

I recommend this book to all general practitioners doing 
obstetrics. —A. J. FRANZI, M.D. 


Signs and Symptoms. Applied Pathologic Physiology and Clinical 
Interpretation. 3rd ed. Edited by Cyril Mitchell MacBryde, M.D. 
Pp. 973. Price, $12.00. J. B. Lippincott Company, Philadelphia, 
1957. 


A scan of the table of contents of this well-known book will 
quickly convince those not acquainted with it that they 
should become so at once! Twenty-eight authors have con- 
tributed to the 34 chapters. Each chapter analyzes a com- 
mon sign or symptom which brings the patient to the 
physician. This is a logical approach to diagnosis, for 
patients do not consult us with a labeled clinical entity. 
Only by careful correlation of the presenting symptoms 
and signs with other clinical manifestations and laboratory 
findings do we arrive at a logical (albeit, often erroneous) 
diagnosis. 


The major symptom or sign is thoroughly discussed from 
the pathogenetic viewpoint, clarified, wherever pertinent, 
by a consideration of anatomy, physiology, pathology, 
chemistry and psychology. In this way the reader is given 
a clear understanding of the mechanism of the signs and 
symptoms which, when related to the principal causes for 
the signs and symptoms, offer important clues to diagnosis. 

The introductory chapter is a gem. It is a concise dis- 
course on the art of history taking and the process of analyz- 
ing and interpreting symptoms. Since the history is the 
most important component of diagnosis, a careful perusal of 
this chapter will yield dividends. 

There are separate chapters on various types of pain— 
thoracic, abdominal, back, joint and extremity—preceded 
by a chapter on the general aspects of pain. Since pain is 
the most common symptom for which the patient seeks 
help, these discussions are of unlimited practical value. 

The reviewer cannot refrain from listing some of the 
subjects to indicate the scope of this work in relation to the 
everyday practice of medicine. Headache, sore tongue and 
sore mouth, palpitation and tachycardia, cough, hemopty- 
sis, dyspnea, anorexia, nausea and vomiting, constipation 
and diarrhea, hematemesis and melena, fever, nervousness 
and fatigue, fainting, vertigo and dizziness, edema, obesity, 
weight loss and itching are a few of the chapter headings, 
which gives some idea of the design of the book. 
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Gain time . . . decrease repetitious talk. Prescribe Knox Diabetic 
Diet Brochures. Based on nutritionally tested Food Exchanges’, 
these diet Brochures demonstrate variety is possible for the 
diabetic, eliminate calorie counting and promote accurate 
individual adjustment of calories to the need of the patient. 
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This, the third edition, is fully revised and enlarged 
to include discussions on growth and sex development, 
generalized vasospasm and arterial hypertension and dis- 
orders of the lymphatic system. 

Each subject assembles and organizes information from 
many sources to provide an up-to-date work that should be 
possessed by every physician, whether specialist or general 
practitioner, for quick reference or detailed study. 

—Sor Katz, M.D. 


The Clinical Physiology of Physical Fitness and Rehabilitation. 
By Ernest Jokl, M.D. Pp. 194. Price, $8.50. Charles C Thomas, 
Springfield, Ill., 1958. 

THE INTRODUCTION to this concise volume points out that 
rehabilitation plays a coordinative role in using medical, 
social, psychologic and vocational techniques that have 
been known for a long time. It further states that “the use 
of exercise in clinical practice is the most neglected sector 
of medical therapy.” 

This book contains a wealth of historic material that 
will be of interest to those so inclined. Its premise is that 
the so-called Cohnheim-Welch thesis on adaptation in 
pathologic processes is the basis of all rehabilitative efforts. 
This, in its simplified form, means that the healing power 
of nature is, in the presence of disease, often incomplete 
and imperfect and further indicates that treatments based 


upon the idea that nature is the best healer and should 
not be interfered with are unsound. 

Spectacular cases are reported, such as an effective 
physiologic adjustment in a marathon runner with aortic 
regurgitation and mitral stenosis; strenuous athletics in 
post-coronary conditions; and a ski runner with a bullet 
lodged between the pericardium and the base of the pul- 
monary artery. 

In addition to the interesting theory and the spectacular 
cases, there is a sound study of body physiology and body 
responses to rehabilitation. There are specific case reports 
and an excellent and well illustrated section on the theory 
and practice of rehabilitation. 

This most interesting volume will convince the skeptical 
physician and particularly the general practitioner that 
there is much more that we can do in this field than we 
have been doing—a good buy for the alert physician re- 
gardless of his special interests. 

—Anprew S. Toms, M.D. 


Lumbar Puncture and Spinal Analgesia. 2nd ed. By Sir Robert 
Macintosh, D.M. Pp. 142. Price, $6.00. Williams ¢ Wilkins 
Company, Baltimore, 1957. 

INTENDED FOR the novice in the field of spinal anesthesia, 

this small book contains 110 very useful and well-done 

illustrations. Anatomy, physiology and technique involved 
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in lumbar puncture are concerned in the major portion. 
The remainder of the text is devoted to distribution of 
analgesic solutions, headache and practical hints for be- 
ginners. Each intern on service is given this book. I think 
it is invaluable to a good fundamental understanding of 
spinal anesthesia technique. 

—Cunartes H. Waite, M.D. 


Microtechniques of Clinical Chemistry for the Routine Laboratory. 
By Samuel Natelson, Ph.D. Pp. 484. Price, $11.00. Charles 
C Thomas, Spring field, Ill., 1957. 


How many of your patients have accused the laboratory of 
surreptitiously taking their blood for the blood bank after 
the “routine chemistries” have been drawn? It seems as 
though each class of interns and residents brings in a 
demand for several new blood chemistries to be added to 
the routine list, and rarely does a test go out of style. 
Dr. Natelson’s treatise on microtechniques is not, as I 
see it, a guide for the office laboratory, but it will interest 
a great many physicians who have felt inclined to give 
blood transfusions to their patients after the house staff 
has finished with the routine laboratory work. This re- 
viewer is not competent to comment upon the chemical 
procedures recommended by the author, but it is intrigu- 
ing to think of the possibilities of microchemistry and the 
gratitude of the patient who no longer will have to give so 


much of his life’s blood to the chemistry lab. If the clinical 
pathologist in your hospital is not familiar with this book, 
I suggest that you call it to his attention; then he can be 
the judge of whether the microtechniques (and the author 
really means micro) will be appropriate for your hospital. 
The book is excellently printed, illustrated and bound. 
—yJesse D. Risinc, M.D. 


Intestinal Obstruction. By Claude E. Welch, M.D. Pp. 376. Price, 
$10.50. Year Book Publishers, Inc., Chicago, 1958. 


Ir Is NOT uncommon to review a book by scanning, with 
detailed perusal of certain portions. This volume com- 
mands the reader’s attention from the table of contents 
through the bibliography and, in most portions, is as in- 
teresting as a well written novel. This is neither a didactic 
textbook discussion nor an inconclusive statistical survey. 
It is instead a scholarly, erudite, yet down-to-earth and 
practical discourse on an exceedingly common and often 
poorly understood disease. 

The reader is taken through an anatomic and diagnostic 
discussion that is worthy of separate publication, thence 
into the pathologic physiology which is concise, accurate 
and up to date. An entire section is devoted to therapy, 
including intubation and electrolyte replacement therapy 
as well as surgical. 

The remainder of the text deals with various types of 
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Brochure presents the latest nutritional thinking on proteins, 
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obstruction and presents a brief resumé of the over-all 
mortality rate. The entire volume is well illustrated with 
x-ray reproductions, charts and diagrams. 

Certain to become a classic in its field, this book will be 
of immense practical value to practicing physicians in 
every field of medicine, with the possible exception of 
dermatology, for immediate study and repeated reference. 

—Joun C. M.p. 


Introduction to Anesthesia. The Principles of Safe Practice. By 
Robert D. Dripps, M.D., James E. Echenhoff, M.D. and Leroy 
D. Vandam, M.D. Pp. 254. Price, $4.75. W. B. Saunders 
Company, Philadelphia, 1957. 


Tuis 1s a well-written text, adequately, but not copiously 
illustrated with 47 line drawings by Dr. Vandam, two cuts 
and 13 tables. The book is obviously intended for students 
and beginning residents in departments of anesthesiology. 
Highly specialized techniques are not included. General, 
spinal and local anesthesia are covered, together with 
special topics such as cardiac resuscitation, inhalation 
therapy, etc. 

The unique feature of this book is that it deals with 
many small details, usually not to be found in written 
form, which are passed on by word of mouth from staff to 
resident. Such things as the proper placement of a blood 
pressure cuff and stethoscope for anesthesia purposes; 


how to avoid pitfalls during induction; proper position of 
the arms during open drop induction; practical hints on 
determination of depth of general anesthesia and a host of 
similar points make this book valuable to one who will 
read with care and heed these sound pieces of advice. 
Many general practitioners do a really bang-up job as 
part-time anesthesiologists. Like the successful business 
executive who has never been to college, these men fre- 
quently sell therhselves short mentally simply because they 
are ignorant of what goes on in a residency program. The 
mysteries of these sacred portals will melt before the dis- 
cerning eye of one who reads this text. Those who are not 
doing such a bang-up job might find inspiration to further 
study and a general raising of their sights. Surgeons and 
general practitioners who do surgery would benefit from 
the chapter on “Surgeon-Anesthetist Relationships.” 
—Barrick WILSON, M.D. 


A Handbook on Diseases of Children. By Bruce Williamson, M.D. 
Pp. 483. Price, $6.00. Williams ¢> Wilkins Company, Balti- 
more, 1957. 


Tuts 800K will undoubtedly be more popular among our 
English colleagues than in this country. It possesses a 
number of disadvantages for the American physician 
interested in diseases of children. 

Many of the specific drugs and infant formulas are 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 

* * 


® Sleep paralysis may occur more often than realized. 
It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 


* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .” 
—Sir Philip Sidney 


You can trust Lorusare®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTe’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


e 
() LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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accompanied by the inability to speak or hallucinations. 


British in title and origin, without reference to compara)le 
preparations employed here. 

The section on communicable diseases does not fully 
reflect our philosophy. Quarantine periods include the 
incubation period of the disease; contact quarantine does 
not follow our procedure; and no mention is made of skin- 
testing antigen or protective vaccine for mumps. 

The problems of syphilis, tuberculosis and rickets re- 
ceive frequent mention and quite exhaustive treatment. 
Apparently these are still of major concern in Great 
Britain. On the other hand, eczema and asthma are given 
short shrift, and treatment recommended for discovering 
the cause or controlling the disease might well have been 
current 40 years ago. Nothing of value is said aboui dia- 
betes, but the reader is referred to standard texts vir ine 
subject. 

As the book is in the form of a compendium, it is disap- 
pointing to find scanty information for prompt use in case 
of urgent need. For example, although a table of spinal 
fluid findings in various types of meningitis is provided, 
there is no straightforward, pointed section on immediate 
treatment pending arrival at an etiologic diagnosis, which 
sometimes takes many vital hours (cf. the splendid article 
by Etteldorf, JAMA, 159:746—1955). 

M. Rocers, 


Extracorporeal Circulation. Edited by J. Garrott Allen, M.D., Fran- 
cts D. Moore, M.D., Andrew G. Morrow, M.D. and Henry Swan 
I, M.D. Pp. 518. Price, $7.50. Charles C Thomas, Spring field, 
Iill., 1958. 


Workers IN the field of extracorporeal circulation met in 
September 1957, in Chicago, at a meeting sponsored by 
the Surgery Study Section of the National Institutes of 
Health. This book contains the papers and discussion on 
oxygenators and heart pumps presented at the meeting. It 
is a complete and up-to-date compilation of the leading 
thoughts in this fascinating and vital area where experi- 
mental and clinical efforts are still inseparable. 

The material is highly technical yet very readable. The 
discussion is refreshingly spontaneous and reflects the 
imaginative qualities of the men who make advances in this 
field. The only problem is: To whom would this handsome 
volume be recommended ? 

More and more individuals are becoming trained in 
these techniques and setting up new units at new hospitals. 
Thus, greater numbers of practitioners are being given the 
opportunity to observe their patients before, during and 
after the application of a cardiac by-pass technique for 
intracardiac surgery. The physiologic and biochemical 
problems created by these procedures are then of general 
importance. 

Certainly physicians with more than a passing interest in 
heart disease, thoracic surgeons and cardiovascular physi- 
ologists should be thoroughly acquainted with this book. It 
appears to be the most important and current reference in 
this field. Less detailed analyses of the problems of extra- 
corporeal circulation should suffice for general physicians 
at the present time. —Joun C. Rose, M.D. 
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Also Received 


AtrHoucH GP endeavors to publish as many reviews of books 
as possible, space will not permit the review of all books received 
from publishers. 


Dr. Squibb. By Lawrence G. Blockman. Pp. 371. Price, $5.00. 
Simon and Schuster, New York, 1958. 


The Excitable Cortex in Conscious Man. By Wilder Penfield, M.D. 
Pp. 42. Price, $2.50. Charles C Thomas, Springfield, Ill., 1958. 


Human Biochemistry. 5th ed. By Israel S. Kleiner, Ph.D. and 
James M. Orten, Ph.D. Pp. 808. Price, $9.00. C. V. Mosby 
Company, St. Louis, 1958. 


The Introvert. By Ainslie Meares. Pp. 142. Price, $4.50. Charles C 
Thomas, Spring field, Ill., 1958. 


An Introduction to the Study of Experimental Medicine. By Claude 
Bernard. Pp. 226. Price, $1.50. Dover Publications, New York, 
1958. 


Medical Clinics of North America. Specific Methods of Treatment. 
Edited by Chester S. Keefer, M.D. Pp. 301. Price, $3.00. W. B. 
Saunders Company, Philadelphia, 1958. 


Suprapubic Closure of Vesicovaginal Fistula. By Vincent J. O’Conor, 
M.D. Pp. 53. Price, $2.50. Charles C Thomas, Springfield, IIl., 
1957. 


Textbook of Virology for Students and Practitioners of Medicine. 3rd ed. 
By A. J. Rhodes, M.D. and C. E. van Rooyen, M.D. Pp. 642. 
Price, $10.00. Williams ¢ Wilkins Company, Baltimore, 1958. 
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Lotusate’ 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®—120 mg. (2 grains). 


Adult somnifacient dosage: 1 purple Caplet 
15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


LABORATORIES 
New York 18, N. Y. 
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WEIGHT REDUCTION: Obese patients mayjresist dieting |because|they fear lgsing the emotional security often involved in overeating. AMBAR help 
them hold the diet line by giving them) a more alert, brighter outlook. OUT JITTERS: |Methamphetamine, a potent cns augmenter, pro 
duces less cardiovascular effect than amphetamine. }n AMBAR|it is combined with just enough phenobarbital to prevent overstimulation. amBa:. 
EXTENTABS provide 10-12 hours of appetite suppression in one controllad-velease, ¢xtended-action tablet: methamphetamine hydrochloride, 
10.0 mg.; phenobarbital (1 gr.) 64.8 mg. AMBAR TABLETS for conventional dosage or intermittent therapy ¢ontain methamphetamine hydro- 
chloride, 3.33 mg.; phenobarbital (4/44 gy.) 21.6 mg. Aj H. ROBINS COMPANY, INC., Richmond, Virginia, Ethical Pharmaceuticals of Merit Since 1878 
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DepicaTIon oF American Hospital Association’s new 
headquarters building in Chicago vied with major 
issues—hospital needs for the aged and nursing educa- 
tion and accreditation—for top interest at AHA’s 60th 
annual meeting which was held in the Windy City. 

The new 12-story, $718 million structure was dedi- 
‘cated on August 18 with AHA’s former executive 
director, Mr. George Bugbee, now president of Health 
Information Foundation, the dedicatory speaker. The 
massive building is scheduled to be completed the first 
of next month. 

American Hospital Association will occupy nine 
floors and the remaining three will house the Blue 
Cross Commission, American Association of Hospital 
Accountants, American Association of Medical Record 
Librarians, American College of Hospital Administra- 
tors and Jllinois Hospital Association. 

In sessions of its house of delegates the association 
moved to give Support to a vigorous program of nursing 
education. It adopted a resolution calling for the forma- 
tion of a Joint Commission on Accreditation of Hospital 
Schools of Nursing. The proposed joint commission 
would be sponsored by AHA, American Medical 
Association, National League for Nursing and some 
other organizations. 

Those organizations which benefit most from the» 
services of graduate nurses would bear the. responsi- 
bility and financing of the commission. The chief aim 
of the joint commission, as envisioned by AHA, would 
be to bolster standards of nursing education. 

The resolution emphasized the important role that 
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American Hospital Association Dedicates Building at Annual Session 


Nursing and Hospital Needs for Aged 
Are Key Topics at Chicago Session 


hospitals and hospital leaders must play. To maintain 
and increase the supply of nurses, the resolution states 
that educationally-sound diploma programs in nursing 
should be expanded by hospital schools and independ- 
ent schools. 


i 


American Hospital Headquarters—This artist’s sketch pictures the 
new headquarters building of American Hospital Association which 
will be completed next month. Dedication of the building, located on 
Pearson St. at Lake Shore Drive, was held during AHA’s 60th 
annual meeting in Chicago. Facing of the building is white glazed 
brick and gray processed granite. 
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pulse rate 
up? 


Serpasi! slows heart rate in most 
cases of organic or functional 
tachycardia. 


You'll find it especially valuable in 
cardiac patients whose conditions 
are aggravated by heart speed-up. 
Through a unique heart-slowing 
action, independent of its antihy- 
pertensive effect, Serpasil prolongs 
diastole and allows more time for 
the myocardium to rest. Blood flow 
and cardiac efficiency are thereby 
enhanced. 


What’s more, you can prescribe 
Serpasil with confidence. Therapy 
with Serpasil is virtually free of the 
dangers (heart block and cardiac 
arrest) heretofore encountered 
with heart-slowing drugs. Side 
effects are generally mild and can 
be overcome by adjusting dosage. 


DOSAGE FOR TACHYCARDIA 
Dose range is 0.1 to 0.5 mg. (two 
0.25-mg. tablets) per day conven- 
iently taken in a single dose. Rapid 
heart rate usually will be relieved 
within 1 to 2 weeks, at which time 
the daily dose should be reduced. 
Suppression of tachycardia often 
persists after therapy is stopped. 


NOTE: In patients receiving digitalis or 
quinidine, Serpasil therapy should be ini- 
tiated with especially careful observation. 
Serpasil is not recommended in cases of 
aortic insufficiency. 


SUPPLIED: Tablets, 1 mg. (scored), 0.25 mg. 
(scored) and 0.1 mg. Elixirs, 1 mg. and 0.2 mg. 
Serpasi!l per 4-ml. teaspoon. 
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Nurses Ask Economic Security 


Time for study was asked by AHA on another issue 
involving nurses. At American Nurses Association’s 
recent convention it asked the AHA to give recognition 
to an economic security program for nurses. After 
consideration at the Chicago session, a hospital spokes- 
man said that the plea had been taken under advise- 
ment but that it would take some time to study it. 

The nurses had called on hospitals to recognize 
collective bargaining for wages and working conditions. 


Hospitalization for the Aged 


On another subject, one with deep political implica- 
tions, AHA appeared to skirt around the issue of 
extension of Social Security to pay for hospitalization of 
the retired aged. While it avoided giving support to 
such a measure, the delegates expressed the belief 
that federal legislation will be necessary to solve the 
problem satisfactorily. AHA admitted, however, that it 
had serious misgivings with respect to the use of 
compulsory health insurance for financing hospital 
care, even for the retired aged. 

The AHA resolution stated that “every realistic 
effort should be made to meet the hospital needs of 
the retired aged principally through mechanisms 
utilizing existing systems of voluntary prepayment. 
However, it is conceivable that the use of Social 
Security to provide the mechanisms to assist in the 
solution of the problem of financing these needs may 
be necessary ultimately.” 

If and when legislation is developed to provide for 
government participation to meet retired persons’ 
hospital needs, AHA says that it should be so devised 
as to strengthen the voluntary prepayment systems. 

And, in the event of such legislation certain prin- 
ciples must be embodied, the delegates stated. These 
include that the program should not provide services 
in facilities operated by the federal government and 
that such a program should maintain the free choice 
of doctor and hospital by the recipient. 


New Officers 


At the annual business session, Dr. Russell Nelson, 
director of the Johns Hopkins Hospital, was named 
to the post of president-elect. Induction of Mr. Ray M. 
Amberg, director of the University of Minnesota Hos- 
pitals, as president came at the annual banquet. Presi- 
dent Amberg succeeds Mr. Tol Terrell, administrator 
of Shannon West Texas Memorial Hospital San 
Angelo, Tex. 

In regard to the AHA’s stand on hospitalization for 
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AAGP Commission on Hospitals— 1] members of the Academy’s Com- 
mission on Hospitals joined Commission Chairman Charles C. Cooper 
of St. Paul in Chicago for a two-day session preceding the annual 
meeting of American Hospital Association. Shown (left to right) at 
a working session in The Drake are Dr. Earl C. Van Horn, Cincinnati; 
Mr. Charles Nyberg, Kansas City, assistant director, and his secretary, 
Mrs. Annette Branham; Dr. A. J. Franzi, San Francisco; Dr. Ralph 
E. Cross, Johnson City, Tenn.; Chairman Cooper (seated) ; Dr. John O. 
Milligan, Seattle; Dr. Richard R. Chamberlain, Maplewood, N. J.; 
Dr. James Perkins, Denver, Colo.; Dr. Leo M. Wachtel, Jr., Jackson- 
ville, Fla.; Dr. Clarence R. Brott, Beatrice, Neb. and Dr. George 
O. Thorpe, Wichita, Kan. 


the retired aged, President-elect Nelson said he felt 
the association had acted “realistically” in taking its 
position. 


Special Speakers 


General session speakers included GP’s medical 
editor, Dr. Hugh H. Hussey, the new dean of George- 
town University School of Medicine. 

in his discussion of “The Challenge Facing Health 
Care Today,” Dr. Hussey, who is also an AMA trustee, 
voiced the belief that the greatest challenge in health 
care today lies in man’s own mind. The key may be 
man’s ability to learn the lessons of past failures— 
whether they be ones of intelligence, communications 
or negotiation—so that the risk of new failures will 
be less in these days of great challenge. 

Dr. Hussey further stated that one of the chief 
roadblocks to this inner challenge of man’s mind is 
inertia, and that the best way to overcome it is “by 
independent action, intelligent debate, and the in- 
fluences of such external circumstances as current 
problems of patients, economy and science.” 

At one of the concurrent sessions, Dr. Kenneth 
Babcock, director of the Joint Commission on Accredi- 
tation of Hospitals, again stressed that ‘Standards are 
first to attain and then to surpass.” In other words, 
standards are set up to be a floor, not a ceiling. 

Dr. Babcock admitted that he loses faith in a hos- 
pital that simply wants to know the minimum stand- 
ards they can get by with. 
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the full anabolic benefits of androgen-estrogen therapy 
plus vitamin-mineral supplementation 


DUMOGRAN provides “ne ering amounts of Methyltestosterone (4.0 mg.), Ethinyl 
estradiol (0.008 mg.); protective amounts of Vitamins A, B,, Bs, 
i Bg, Bio, folic acid, niacinamide, calcium pantothenate, C, D, E 


N | } \ \ ] ! and iron, iodine, copper, manganese, magnesium, zinc. 


DUMOGRAN 


SQUIBB ANABOLIC HORMONES WITH VITAMINS AND MINERALS 


oe For both men and women: restores muscle tone - promotes emotional balance, mental acuity, 
and a feeling of well-being and self-esteem in geriatric patients - corrects hormonal imbalance 
+ controls the symptoms and sequelae of the climacteric - strengthens bone and relieves back- 
ache in many cases - relieves many ill-defined complaints. 

Bottles of 60 and 250 capsule-shaped tablets. Usual dosage: 2 tablets daily. 


also available: DUMONE (Squibb Methyltestosterone and Ethinyl Estradiol) — 
for convenient oral administration 


DELADUMONE (Squibb Testosterone Enanthate and Estradiol Valerate) — 
for long-acting intramuscular administration 


Squibb Quality — the Priceless Ingredient 


‘Dumogron’, ‘Dumone’ ® and ‘Deladumone’ ® are Squibb trademarks 
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Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


THERE WILL BE many new faces next year on the Inter- 
state and Foreign Commerce Committee of the U.S. 
House of Representatives. This is the important 
legislative group which will consider bills dealing with 
subsidization of health insurance, federal support of 
medical education, proposed reforms in the Hill- 
Burton hospital construction program and numerous 
medico-economic problems of national significance. 

Events of summer and early fall foreshadowed a big 
turnover in the committee when it is reorganized in 
January. The changes, of course, may be increased 
as a result of the November elections. 

On the Democratic side, casualties have been very 
few. If the Democrats retain control of the House, 
Rep. Oren Harris (D-Ark.) will stay on as committee 
chairman and few changes are foreseen among his 
fellow party members with high seniority. Among the 
Republicans, the story is entirely different. 

Rep. Charles A. Wolverton (N.J.) has retired from 
Congress after 32 years service. He was ranking Re- 
publican member of House Interstate and Foreign 
Commerce Committee and served as its chairman in 
the 80th and 83rd Congresses. Reps. Joseph P. O’Hara 
(Minn.) and John W. Heselton (Mass.), who were 
second and fourth, respectively, in seniority, also 
decided not to run again this year. And the com- 
mittee’s No. 3 Republican, Rep. Robert Hale (Me.), 
was defeated for re-election in September. 

Thus the heir presumptive as top Republican, and 
prospective chairman of the committee if and when 
his party wins control of the House, is Rep. John B. 
Bennett (Mich.). Representing the entire upper penin- 
sula, he is a middle-aged conservative whose retiring 
disposition is reflected by the brevity of his official 
biography in the Congressional Directory. Some mem- 
bers insert a half-page or more of copy for self-de- 
scription. But this one reads as follows: 


Joun B. Bennett, Republican, of Ontonagon, 
Mich.; elected to the 78th, 80th and succeeding Con- 


gresses. 


Await Significant Tax Decision 


Late 1958 or early 1959 will witness the issuance of 
a U.S. Tax Court decision that could have an impor- 
tant bearing on the future of postgraduate medical 
training. Late in August the last briefs were filed in 
this test case wherein two psychiatrists, Drs. Arnold 
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Namrow and Jay C. Maxwell, are arrayed against the 
Commissioner of Internal Revenue. 

The two psychiatrists are appealing an Internal 
Revenue Service decision that sums spent to have 
themselves psychoanalyzed are not deductible as a 
business expense and may not be classed as a medical 
expenditure. Total amount involved is about $4,000. 

It is the petitioners’ contention that purpose of the 
psychoanalysis was to make them better practitioners 
of psychiatry. The government’s position is that it 
materially raised their professional qualifications, 
hence the cost is not an ordinary and necessary busi- 
ness expense. 

Adlai E. Stevenson’s law firm, which specializes in 
tax questions, is handling the doctors’ appeal. The 
decision will be handed down by Judge Eugene Black, 
of the U.S. Tax Court bench. Outcome of the case will 
be a precedent-setting guide for federal tax treatment 
of expenditures for advanced education in virtually 
all of the professions. 


Restored to Top Skills 


Professional women, many of them in medicine and 
health sciences, constitute an appreciable percentage 
of the women who are being rehabilitated under 
cooperative auspices of the federal and state govern- 
ments. 

In 1956, says a report by the Women’s Bureau in 
Department of Labor, more than 1,000 of the 23,000 
women restored to gainful activity were professional 
or technical workers. They included 623 teachers, 
182 nurses, 6 physicians, 167 laboratory technicians 
and assistants, 94 social workers, 23 accountants, 8 
scientists and 51 commercial artists. 

During the past four years, some 90,000 women 
have successfully undergone the rehabilitation process, 
which is described in detail in “Help for Handicapped 
Women.” This is a booklet published by Women’s 
Bureau in cooperation with the Office of Vocational 
Rehabilitation. It describes the role played in rehabili- 
tation by the doctor, nurse, social worker, therapists. 
psychologists and others. (Supt. of Documents, Wash- 
ington 25, D.C., 40 cents) 


International Travel Tips 


A new edition of “Immunization Information for 
International Travel” has been issued by the U.S. 
Public Health Service. It is intended for the use of 
persons going abroad, physicians and public health 
personnel. 

Requirements and recommendations for immuni- 
zation in 200 countries are given in the booklet, which 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 
® Zanchol produces a bile low in sediment. 

@ Zanchol enhances the abstergent quality of bile. 


@ Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


® Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 

Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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also has a special section on rules and restrictions 
pertaining to importation of pets. (Supt. of Docu- 
ments, Washington 25, D.C., 30 cents) 


Doctors Lag from 1920 to 1950 


Between 1920 and 1950 the increase in numbers 
of doctors of medicine in this country was compara- 
tively small, according to a statistical study published 
a few weeks ago by Bureau of the Census. 

In those three decades, MD’s rose in number from 
146,297 to 194,700, or about 30 per cent, according 
to “Ocupational Trends in the United States: 1900 
to 1950.” Engineers increased more than 400-fold, 


from 134,121 to 543,057. Accountants numbered 
118,451 in 1929 and 390,423 in 1950, a gain of more 
than 200 per cent. Lawyers, dentists and instructors 
in higher education all registered proportionately 
larger gains than doctors of medicine. 

The study covers the first half of the 20th century 
but numbers of “physicians” in 1900 are not valid for 
comparative purposes. In that year, for example, the 
government placed in a single category, for census 
registration, the following: ‘Physicians and surgeons,” 
“osteopaths,” “chiropractors” and “therapists and 
healers.” They reached a grand total of 131,477. 


Also see the AMA Washington Report, page 275. 


AAGP’s Executive Director to Advisory 
Post for Medical Communications Institute 


Tue Institute for Advancement of Medical Communi- 
cation, chartered this year in New York City, has 
invited Mr. Mac F. Cahal, the Academy’s executive 
director, to serve on its Advisory Board. 

Members of the Advisory Board, which consists of 
highly-qualified experts in all the various techniques 
and media of communication—publishing, education, 
editing, documentation, motion pictures, radio and 
TV, printing, illustration, etc.—are individually con- 
sulted when a question arises which falls in their 
special field of competence. 

Other members of the present board are: 

Russet L. Ackorr—director, Operations Research 
Group, Case Institute of Technology. 

Watrter E. Bork, PH.D.—research anthropologist, 
Department of Health, State of New York. 

Murray C. Brown, m.D.—chief, Clinical and Pro- 
fessional Education, National Institutes of Health. 

J. Scorr BurrERworTH, M.D.—chairman, Publica- 
tions Committee, American Heart Association. 

Sretta L. DEIGNAN, PH.D.—director, Bio-Sciences 
Information Exchange. 

Ernest DicuTer, PH.D.—director, Institute for 
Motivational Research. 

ALEXANDER GODE, PH.D.—linguist, Science Service. 

Herman H. Henxre—librarian, The John Crerar 
Library. 

Saut HeRNER—consultant in documentation. 

M. E. Herz—publisher, Modern Medicine. 

FREDERICK JONKER—consultant on information sys- 
tems. 

Frank NETTER, M.D.—medical illustrator. 
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STEPHEN ScHWARZ—Medical Radio and Television 
Institute. 

Austin SMITH, M.D.—editor, Journal of the American 
Medical Association. 

Isaac WELT, PH.D.—director, Cardiovascular Lit- 
erature Project, National Academy of Sciences. 

The institute, headed by. Dr. Richard H. Orr, the 
executive director, was organized to ease the gap 
between the phenomenal rise in medical knowledge 
and the lack of communication concerning these ad- 
vances among the profession. As the institute founders 
point out, attempts to increase the capacity of our 
present scientific communication network by increas- 
ing the number of journals and meetings have reached 
the point of no return, 

The results of the communication breakdown have 
been two-fold. First, at no time has the gap been wider 
between the body of knowledge actually utilized by 
the average medical practitioner and what he could 
and should know to take full advantage of the rapid 
advances in medicine. Second, lack of efficient and 
rapid communication has produced increasing dupli- 
cation of effort in research as the magnitude of the 
medical research effort has grown. 

Hence, the Institute for Advancement of Medical 
Communication was formed to meet the demands of 
modern medicine. 

Its primary functions are: 

1. To initiate, formulate and carry out studies 
and projects which will aid in solving important 
problems in medical communication. 

2. To evaluate whether studies and projects of the 
same nature which may be suggested by other organ- 
izations are appropriate and feasible for the institute 
to undertake. 
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the airway with new 


when colds or allergies 
congest the respiratory tract 


= decongest the entire respiratory 
tract mucosa 


= dilate the bronchi 


= provide potent anti-allergic action 


Dosace: Adults and Children over 8 years— 
1 or 2 tablets, three times daily. 


Children 2-8 years—| tablet daily, or as required. 


Each tablet contains: ‘Sudafed’® brand Pseudoephedrine 
Hydrochloride, 30 mg.; ‘Perazil’® brand Chlorcyclizine 
Hydrochloride, 25 mg. Bottles of 100, sugar-coated. 


Bra BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


“GP Volume XVIII, Number 5 


| 
| 
\ 
{ — 
| A 
oe 4 
q 


3. To serve as a clearing house for information 
concerning medical communication. 

4. To counsel any medical organization that seeks 
the help of the institute with a specific problem. 

5. To interest appropriate organizations in taking 
over the service aspects of new methods of dissemi- 
nating medical information after such methods have 
been developed and tested by the institute. 

The institute is not endowed; therefore, it must 
obtain its financial support from foundations, individ- 
uals, professional associations and other organizations 
which are interested in improving the quality of medi- 
cal care and accelerating the pace of medical research 
by speeding the flow of information within the medical 
community of researchers. 

Among the projects already under way or in the 
planning stage is the proposed “experience pool.” 
The institute has proposed that this “pool” be formed 
to which the researcher may contribute the raw data, 
experience with methodology and conclusions result- 
ing from his current work, and from which he may 
draw, with maximal convenience and speed, such in- 
formation, supplied to the “pool” by his colleagues in 
the United States and abroad, as he may need at a 
given moment. 

Detailed plans have been worked out for an inte- 
grated system encompassing original publication of 
research reports, abstracting and indexing these re- 
ports and providing advanced bibliographic tools with 
which the researcher can efficiently and quickly re- 
trieve any desired report from either his personal 
library or the general medical library. 

Starting next month, this new system tried on a 
pilot scale will get under way on cardiovascular re- 
search in this country. 

Another objective is to determine the true effec- 
tiveness of our efforts in postgraduate education of 
practicing physicians. Steps have been taken to obtain 
a test population of general practitioners who would 
be willing to cooperate in such a study. Techniques 
are being studied for possible application to this 
problem. 

The feasibility of using other than closed-circuit 
transmission in medical television will be seriously 
studied. By using presently available “scrambling” 
and “unscrambling” devices to insure that only phy- 
sicians receive television broadcasts, it should be possi- 
ble to make available in home or office the rich variety 
of educational opportunities afforded at medical meet- 
ings, but utilized by relatively few doctors because 
of the time required in travel and because these 
meetings cannot be accommodated in many a physi- 
cian’s already overloaded schedule. 

The production of experimental texts suited to the 
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modern medical school curriculum is an appropriate 
project for the institute to undertake in cooperation 
with medical schools which are experimenting with 
curriculum modernization. 

Other projects are testing and cost study of color 
printing methods for use in medical publications, 
ways to improve printed reproduction of x-rays and 
photomicrographs, exploration of the possibilities of 
the motion picture and other audio-visual devices in 
medical education and a study of the economies made 
possible by using new methods for composition and 
printing of medical journals and books. 


Florida University Hospital Plans 
Program To Make Patient Feel At Home 


Repucinc hospital care costs and speeding recovery 
are the chief objectives of an experiment which will 
soon be undertaken in the newly-completed hospital 
of the University of Florida’s College of Medicine, 
Gainesville. 

The plan entails having ambulatory patients reside 
in comfortably furnished rooms with members of their 
families. Twenty-six rooms in the college’s new $9.5 
million teaching hospital which was completed Octo- 
ber 20 are being readied for the experiment. 

Patients assigned to these rooms will be those 
who do not require bedside care and are able to walk. 
They will live in the rooms, eat in the hospital cafe- 
teria and spend leisure hours outside the hospital 
building. 

Dr. George T. Harrell, college dean, says the 
facilities will be suited for treating such patients as 
diabetics undergoing regulation and rehabilitation, 
and emotional, ulcer, arthritis, allergy and orthopedic 
cases. None of the patients will be recuperating from 
illnesses that confined them previously to the acute 
hospital. 

Soft colors, twin beds that become sofas during the 
day, a coffee table, easy chair, private bath and other 
home-like appointments will be used in the rooms. 

In discussing the merits of the plan, Dr. Harrell 
points out that since labor is the largest cost in hos- 
pital operation, savings can be realized by eliminating 
the cost of bedside nursing and food service. Dr. 
Harrell estimates the cost for patient and relative for 
room and board in the ambulatory wing would be less 
than for a patient alone in the acute hospital. 

Dr. Harrell also feels that recovery will be speeded 
in most instances by having the patient in a home 
environment. 

Especially in the case of very young or elderly 
patients, the presence of a relative will contribute to 
faster and more thorough recovery. 
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this moderately low-fat 
breakfast is a well-balanced meal 


When a moderate reduction of the fat calories isto be | The Iowa Medical College Breakfast Studies demon- 
recommended in the morning meal, the basic cerealand _ strated that this basic cereal and milk breakfast, contri- 
milk breakfast merits your consideration because it is  buting about 20 gm. high quality protein, provided quick 
moderately low fat and contributes well-balanced nour- _and lasting energy during the early and late morning 
ishment as shown in the table below. hours and maintained mental and physical efficiency. 


basic cereal 
breakfast pattern 


Orange juice, fresh, % cup, 
Cereal, dry weight, 1 0z., 
with whole milk, % cup, and sugar, 1 tsp., pee Ee gl 
Bread, white, 2 slices, with butter, 1 tsp., . ASCORBIC ACID.... 
Milk, nonfat (skim), 1 cup, ‘ CHOLESTEROL 
black coffee 


Nutritive value of 
basic cereal breakfast pattern 


Note: To further reduce fat and cholesterol use skim milk on cereal which reduces Fat Total 
to 7.0 gm. and Cholesterol Total to 16.8 mg. Preserves or honey as spread further reduces 
Fat and Cholesterol. 


Bowes, A. deP., and Church, C. F.: Food Values of Portions Commonly Used. 8th ed. Philadelphia: A. deP. Bowes, 1956 
Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals. Chicago: Cereal Institute, Inc., 1956. 

Hayes, O. B., and Rose, G. K.: Supplementary Food Composition Table. J. Am. Dietet. A. 33:26, 1957. 

Cereal Institute, Inc.: A Summary of the Iowa Breakfast Studies. Chicago: Cereal Institute, Inc., 1957. 


CEREAL INSTITUTE, INC. 135 South LaSalle Street, Chicago 3 
A research and educational endeavor devoted to the betterment of national nutrition 
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Instead of sending students into homes in the 
community to acquire training in home care of pa- 
tients, as do many medical schools, this plan will 
enable Florida to concentrate this training in the 
ambulatory wing. 

In addition to these merits, relatives staying at the 
hospital will be trained in the type of care the pa- 
tient will require after returning home. While in the 
hospital, the relative will take care of many patient 
services usually supplied by nurses, thus further re- 
ducine the cost of hospitalization. 


Dr. Harrell says that patients on restricted diets, 
eating in the hospital cafeteria, will learn to choose 
their foods from menus. Dieticians will supervise the 
selection at the outset. 

Supplementing the ambulatory wing, the teaching 
hospital has six four-room apartments where college 
health specialists will instruct certain types of patients 
and their families on how to “live with illnesses” in 
the home. This part of the program has been planned 
for patients who are paralyzed, crippled or otherwise 
severely handicapped or had heart conditions. 


AAGP Regional Membership Meetings 


BEGINNING ON August 30 and running through Sep- 
tember 14, nine regional meetings were held through- 
out the nation to aid in boosting Academy membership. 
Pictured below are activities of four of the meetings 
which were representative of all nine sessions. In 
addition to these four, other meetings were held in 
the Biltmore Hotel, New York City on September 6; 
in the Netherland Plaza Hotel, Cincinnati on Sep- 
tember 7; Hotel Leamington, Minneapolis on Sep- 
tember 6; Hotel Tulsa, Tulsa on September 1 and 
Davenport Hotel, Spokane on September 14. A repre- 
sentative from the headquarters office in Kansas City 
attended each meeting. 


Region 9, Las Vegas, Nev.— Gathered on the grounds where Las Vegas’ 
new auditorium is being built are membership representatives from 
the western states. Left to right are Dr. Joseph George, Jr., Las 
Vegas; Dr. Joseph Telford, San Diego, Calif., chairman of the 
meeting; Mr. William McVay, Kansas City; Drs. Richard Sheretz, 
Reno, Nev.; Walter Brazie, Kingman, Ariz.; Robert Broadbent, Reno; 
Mr. William Rogers, executive secretary of the California chapter and 
Dr. Clarence T. Halburg, Redlands, Calif. The August 31 meeting, 
held at the Riviera Hotel, concerned membership in Arizona, Cali- 
fornia, Nevada, Utah and Hawaii. 


Region 6, Denver, Colo.— Preceding a full session of membership 
representatives from Iowa, Missouri, Kansas, Nebraska and Colora- 
do, several of the leaders discuss membership prospects with AAGP Ex- 
ecutive Director Mac F. Cahal (far left). Next to Mr. Cahal, left to 
right, are Dr. Donald Kast, Des Moines; Dr. Kenneth Beebe, Sterling, 
Colo. who presided at the meeting in Denver’s Continental Hotel and 
AAGP Director James M. Perkins, Denver. 


Region 4, Birmingham, Ala.—Twenty-three persons attended the 
September 7 meeting in Birmingham as a membership stimulus for 
Louisiana, Alabama, Kentucky, Tennessee and Mississippi. Partici- 
pants are shown just prior to the luncheon in the Dinkler-Tutwiler. 
Standing, left to right, are Mrs. Dorothy Flowers, executive secretary- 
treasurer of the Alabama chapter; Dr. Max P. Jones, Louisville; 
Dr. Charles G. Bryant, Louisville; Mr. William McVay, Kansas City; 
Dr. Daryl P. Harvey, Glasgow, Ky.; Dr. Irving R. Hillard, Nashville; 
Dr. Eugene M. Ryan, Ooltewah, Tenn.; Mrs. Bruce Heisel, Kentucky 
chapter; AAGP Director M. C. Wiginton, Hammond, La.; Dr. Julius 
W. Daigle, Paincourtville, La.; Mrs. Helen Lear, executive secretary of 
the Louisiana chapter; Dr. J. M. Burnett, Tarrant, Ala.; Dr. J. R. Bane, 
Jackson and Dr. E. L. Caudill, Elizabethton, Tenn. Seated, left to 
right, are AAGP Director John P. Lindsay, Nashville; Dr. Julius 
Michaelson, Foley, Ala., who presided at the meeting ; Drs. C. W. Neville, 
Birmingham; Winston A. Edwards, Wetumpka, Ala.;W. J.B. Owings, 
Brent, Ala.; Albert Dix, Mobile; W. H. Jones and M. C. Holcomb, 
Birmingham and E. Julian Hodges, Scottsboro, Ala. 


Region 3, Charlotte, N. C.—Membership representatives from 
Virginia, North Carolina, South Carolina and Florida gathered in 
Charlotte’s Hotel Barringer on September 6 for a meeting which 
encompassed those states and Georgia, District of Columbia and 
Puerto Rico, Mr. William McVay from Headquarters in Kansas City 
(fourth from the right), exhibits how membership can be stepped up 
in this region. Shown left to right around the table are: Dr. Kenneth R. 
Downs, Charlotte, N. C.; Mrs. Lovise Greiner, executive secretary of 
the Virginia chapter; Dr. Arthur Van Name, Jr., Urbanna, Va.; 
Dr. Charles D. Cooksey, Jacksonville, Fla.; AAGP Director Mary 
Elizabeth Johnston, Tazewell, Va.; Dr. Boyd H. Payne, Staunton, 
Va. who presided at the meeting; Mr. McVay, Dr. Wayne J. Benton, 
Greensboro, N. C.; Mrs. Inez C. Lytle, executive secretary of the 
South Carolina chapter and Dr. Charles Wyatt, Greenville, S. C. 
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WHEN JELLY ALONE 
IS ADVISED 


VAGINAL JELLY 


when the ‘jelly-alone’ method 
is advised, NEW Koromex 

the outstandingly competent 
spermatocidic agent... 

is now available 

to physicians. 


AVAILABILITY, ANOTHER H-R “FIRST”. . . 

Large tube of Koromex@ vaginal jelly, 125 grams, with 
patented measured dose applicator, is supplied in a 
washable, a lingly feminine zippered kit, at no extra 
charge, for home storage. 


The 125 gram tube of Koromex@® also be bought 
separately at any time. ming 


HOLLAND-RANTOS CO., INC. 145 HUDSON STREET, NEW YORK 13, 
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Tyronza, Ark. Meeting Again Draws National 
Medical Leaders to “Festival of Faith” 


Many or America’s leaders in medicine gathered in 
Tyronza, Ark. October 2 for a day-long “Festival of 
Faith” which found representatives of the Academy 
and American Medical Association, clergymen, poli- 
ticians, medical educators and students bound to- 
gether in a spirit of service to mankind. 

Parts of the inspirational program were recorded 
on tape to be broadcast by the Voice of America to 
the nations of the world in their struggle against 
Communism. 

General chairman for the Program of Faith was Dr. 
David Allman, Atlantic City, AMA’s immediate past 
president. He was presented by Dr. L. H. McDaniel, 
Academy member from Tyronza, who was chairman 
of the overall program. Assistant chairmen were Dr. 
F. A. Holden, Baltimore, Md. and Academy members, 
Dr. Andrew Tomb, Victoria, Tex.; Dr. I. Phillips 
Frohman, Washington, D.C.; Dr. Walter Sackett, 
Miami, Fla. and Dr. Samuel A. Garlan, New York City. 

Addresses during the afternoon were given by 
Sen. John L. McClellan on ‘What I See Ahead for 
America”; Mr. Henry Viscardi of New York City, 
holder of AMA's Distinguished Service Award who 
spoke on “Faith Stronger Than Handicaps”; Dr. 
Alton Ochsner of New Orleans, on “Smoking and Its 
Relation to Cancer of the Lung”; Mr. Erle Cocke, Jr., 
American Legion past national commander, on ‘The 
Kind of Patriotism America Needs” and Dr. Phil 
Thorek of Chicago, “The Philosophy of Human 
Nature as Related to Surgery.” 

Also, Col. Nils M. Bengston, Army Ballistic Missile 
Agency, Redstone Arsenal, Ala., on “The What, 
When, Where and Why of Ballistics” ; AMA President- 
elect Louis Orr of Orlando, Fla. on ‘The Future of 
Medicine”; Mr. John MacCartney, vice president of 
Parke, Davis & Co., on “This New World of Chemis- 
try”; Dr. Mervin H. Grossman of Dallas on ‘‘Pathol- 
ogy Is the Foundation of Medicine” and Dr. Fred 
Woodson of Tulsa, Okla. on “One Man’s Hope in 
Treatment of Cancer.” 

Messages of greeting included those from Governor 
Orval Faubus, Dr. Austin Smith, editor of the JAMA, 
representing World Medical Association; Dr. Fount 
Richardson, president-elect of AAGP and Dr. George 
Fister of Ogden, Utah, representing the AMA. 

Four men were presented citations for their valuable 
contributions to medicine. The honorees, were Dr. 
Albert Schweitzer of French Equatorial Africa; Dr. 
Max Thorek of Chicago; Dr. George Lull of Chicago 
and Mr. C. P. Loranz of Birmingham, Ala. 

The morning session in Tyronza was devoted to a 
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Medical Education Sympo- 
sium of hospital staffs, in- 
terns and students. Dr. 
Willis C. Brown, chief of 
the Department of Obstet- 
rics and Gynecology at the 
University of Arkansas, was 
moderator. 

Former AAGP President 
R. B. Robins, who also 
served on the overall plan- 
ning committee, presented 
“The Practical or Eco- 
nomic Side of Medicine” 
and Former AMA Presi- 
dent Elmer Hess spoke on 
“The Nonfinancial Satisfactions of Medicine.” 

Also included in the program was a 30-minute 
period devoted to quizzing the deans on “The Why 
in Medicine and Medical Schools.” The following 
deans and teachers participated: Drs. Stanley Olson 
(Baylor), Homer F. Marsh (Miami), Chauncey Leake 
(Ohio), W. D. Stovall (Wisconsin), O. W. Hyman 
(Tennessee), Douglas Lawreson (Arkansas) and David 
Pankratz (Mississippi). 

Held simultaneously with the latter part of the 
afternoon program was a meeting of the Governor’s 
Committee on Employment of the Physically Handi- 
capped. There were many distinguished participants, 
headed by Governor Orval Faubus and the governors 
of neighboring states. 

The annual barbecue dinner, held following the 
close of the sessions, was again provided by various 
Tyronza civic organizations. The after-dinner program 
encompassed fine musical presentations, inspirational 
speeches and a finale of humor. 


L. H. McDaniel, M.D. 

Again headed American 
Medicine’s Festival of 
Faith” in Tyronza, Ark. 


AMA Committee Proposes Nationwide Perinatal 
Mortality and Morbidity Study Programs 


THE RECENT Third Regional Conference on Perinatal 
Mortality and Morbidity was held to develop recom- 
mendations for a basic flexible program that may be 
used by state and county medical societies, state and 
local health departments, and individual hospitals in 
their efforts to reduce deaths and morbidity resulting 
from conditions of the perinatal period. 

In addition to members of the Committee of Maternal 
and Child Care of American Medical Association’s 
Council of Medical Service who sponsored the con- 
ference in Chicago, other participants were repre- 
sentatives of national organizations and agencies 
interested in the problem. 
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Nephenalin:, the square purple tablet that relieves asthma with nebulizer speed for 4: full 
hours, offers convenience and reassurance to your ambulant asthmatic patient. Placed under the 
tongue, the NEPHENALIN tablet quickly releases 10 mg. of Isoproterenol HCI, the potent homo: 
logue of epinephrine, for immediate opening of the airway. Swallowed, the NEPHENALIN tablet 
provides theophylline (2 gr.), ephedrine (% gr.) and phenobarbital (14 gr.), for sustained 
protection from asthmatic seizure. NEPHENALIN is available for your prescription in bottles of 
20 and 100 tablets. Also available: NEPHENALIN PEDIATRIC. oy Leeming man vax 
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The Academy was represented by Dr. O. A. Phipps 
of Manteno, IIl. 

In his report on the meeting, Dr. Phipps first 
distinguished between the terms, mortality and mor- 
bidity. Mortality is defined as deaths occurring before, 
during and soon after birth. Morbidity refers to the 
reproductive casualty—those surviving infants who 
continue to have medical or social problems and re- 
quire care and rehabilitation. 

The latter group falls in the following categories: 
Cerebral palsy, epilepsy, mental retardation and con- 
genital defects. 

The meeting revealed that the number of deaths of 
infants occurring in the perinatal period in 1956 was 
108,000. As viewed in the light of present-day knowl- 
edge, the majority of these deaths are preventable. 

Dr. Phipps reported that it is not within the scope 
or purpose of the AMA committee to work out the 
methods of prevention of perinatal mortality or mor- 
bidity but rather to develop the mechanism whereby 
this can be accomplished. 

Plans are being made to establish study programs 
at all levels—anationwide, statewide, city- and county- 
wide, and in individual hospitals. Seven states have 
established statewide programs and others are in the 
process of organizing. Five city and county programs 
are organized and are in operation. Six hospitals have 
well-formulated plans. 

After these study programs have been made, the 
results will be presented to the Committee of Perinatal 
Mortality and Morbidity for review, evaluation, classi- 
fication and publication. A resumé of all the reports 
will be presented under the title, “A Guide for Study 
of Perinatal Mortality and Morbidity.” 

Steps in process are: 

1. A study of existing programs with publication 
of a series of articles in the JAMA. 

2. Committee-sponsored regional meetings on peri- 
natal problems. 

3. Committee-sponsored conferences on a national 
level. 

4. Final “Guide” to be submitted to Council and 
AMA House of Delegates for final approval. 

The committe will distribute the ‘Perinatal Guide” 
to state and local medical societies, health departments 
and hospitals having obstetric departments and new- 
born nurseries, and to individual physicians—the 
latter by request. 

The committee is headed by Dr. W. L. Crawford of 
Rockford, Ill. In addition to Dr. Crawford and his 
committee and AMA headquarters personnel, the fol- 
lowing national organizations and agencies were 
represented: 


College of American Pathologists, American Col- 
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Board Deliberations—Members of the Academy’s Board of Directors 
met in two long full sessions September 18 and 19 in advance of 
the State Officers’ Conference in Kansas City. Chairman John Walsh 
(standing) is shown presiding at the Friday meeting. Beginning 
with Dr. Walsh (going clockwise) are Vice President Charles Cooper, 
Dr. James Perkins, President Holland Jackson, Dr. M. C. Wiginton, 
Vice Speaker Horace Eshbach, Dr. Carleton Smith, Treasurer Albert 
Ritt, Dr. Norman Booher, Dr. Paul Read, Dr. John Lindsay, President- 
elect Fount Richardson, Dr. Mary Elizabeth Johnston, Dr. Floyd Bratt, 
Miss Helen Cobb and Executive Director Mac F. Cahal. Missing are 
Immediate Past President Malcom Phelps, who had left the meeting 
to attend a Medicare session in Washington, and Speaker James 


Murphy. 


lege of Obstetricians and Gynecologists American 
Association for Maternal and Infant Health, Children’s 
Bureau, The Association of State Maternal and Child 
Health and Crippled Children Directors, American 
Academy of General Practice, Human Embryology 
and Development Study Section of National Institutes 
of Health and American Academy of Pediatrics, 
National Institute of Neurological Diseases and Blind- 
ness of National Institutes of Health, American Hos- 
pital Association, American Public Health Association 
and American Society of Anesthesiologists. 


Increasing Number of Physicians Are 
Setting Up Offices in Hospitals 


A 30-sraTE sTupy has revealed that an increasing 
number of physicians are setting up private offices in 
community hospitals. 

The study, conducted by the Hospital Council of 
Philadelphia under a Public Health Service grant, was 
reported on during American Hospital Association’s 
recent annual meeting in Chicago. 

The system by which a physician becomes a rent- 
paying tenant and conducts his own practice in a hos- 
pital while also serving as a member of the hospital 
staff is working out well, according to the findings. 
The extent of a hospital’s active staff occupying 


249 


| 
| 
ee 
. 
| 
| 
* 
ym0- 
bet | 
ined 
sof | 
17, N.Y. | 


HOW SUSAN KEPT BILLY 
FROM CRYING... 


He stopped whimpering when I pointed to the 
G-E monogram. Even in Billy’s small world, 

these two letters stood for something familiar 

— something he saw on so many good 

things at home. Soon he was happily diverted, 4 
waiting for the doctor to check his radiograph. 


Patients can tell the quality... 


but PATRICIAN’S modest price is your surprise 


A glance at the familiar G-E nameplate fells 
people this is quality — but have you dis- 
covered Patrician’s remarkable value? Have 
you ever seen a low cost x-ray unit with all 
these features? Included are both fluoroscopic 
and radiographic facilities; 200-ma full-wave 
power; full-length 81” table; independent 
tubestand; recipromatic Bucky; rotating- 
anode tube and much more — all yours at a 
price competitive with other low cost units. 


MEET THE PATRICIAN PERSONALLY! 


Your G-E x-ray representative will be happy 
to introduce you to one in your area. Or write 
X-Ray Dept., General Electric Co., Milwau- 
kee 1, Wisconsin, for Pub. F-111. 
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private offices ranges from 100 per cent in small 
communities to 10 or 15 per cent in others using the 
system, reports Dr. C. Rufus Rorem. director of the 
study. 

Obstetricians, surgeons, internists and other spe- 
cialists who most often require diagnostic and treat- 
ment facilities of hospitals are those most interested 
in renting offices in hospitals. 

General practitioners, pediatricians, psychiatrists 
and others who keep active staff appointments at 
different institutions are not so interested in the 
system, it was found. 

Doctors generally pay the same rent as they would 
for comparable facilities in the community, sign leases 
and employ office and technical assistants. In some 
hospitals, clerical and professional services are offered 
to them on an hourly or monthly basis. 

In return for the space. the hospital has its physi- 
cians near by. 

This particular study found both assets and lia- 
bilities in the system. The tenant-doctors stress the 
importance of less travel, care of patient emergencies 
with a minimum of office practice interruption, prompt 
admission of patients and ease in visiting patients 
during recovery and convalescence. 

Some hospital administrators and nursing staffs 
feel that the location gives the physician a better 
knowledge of the hospital’s procedures and problems 
and more awareness of the work done by residents, 
interns and nurses during recovery. 

On the debit side, some administrators complain 
that having the physician so close has resulted in 
“unreasonable demands” for changes in the hospital’s 
procedures. The study also showed that the practice 
of having hospital offices for doctors has prompted 
active interest in group medical practice. 

However, Director Rorem said the study showed 
that the existence of offices in hospitals have not led 
to “improper institutional control over private medi- 
cal practice.” 


Future Favors General Practitioner, 
Day of Specialist Waning—Dr. Parran 


THE PENDULUM that swung so long against the general 
practitioner has reversed itself, according to Dr. 
Thomas Parran, retiring dean of University of Pitts- 
burgh’s Graduate School of Public Health. 

Dr. Parran believes the day of the specialist is 
receding and the day of the generalist is dawning. 
Speaking before the recent annual meeting of World 
Health Organization in Minneapolis, Dr. Parran said 
specialization in medical research and teaching 
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reached a point “where a specialist came to be de- 
fined as a person who knows more and more about 
less and less.” 

He pointed out that there are signs that this trend 
is being reversed—that a scientist needs to have more 
than one skill under one skull—and that through a 
fused spectrum of scientific knowledge, future prog- 
ress lies. 


Doctor-Patient Confidences Not Privileged 
During Court Trials in 18 States 


Onty 30 stares protect the confidences of doctors. 
In other words, according to a United Press Inter- 
national story from Atlanta, Ga., 18 states can force 
doctors to testify. 

“Even the secrets you reveal while lying on your ! 
psychiatrist’s couch can be pried from him legally, 
and spread before the public if he is ever called to 
the witness stand,” the story said. 

Every state protects confidences entrusted to a 
lawyer and gives husbands and wives the legal right 
to refuse to testify against each other. A Fulton 
County (Alabama) Superior Court judge, Luther 
Alverson, is campaigning to extend this protection at 
least to psychiatrists and social workers in the 18 | 


states. 
Judge Alverson maintains that only one state, 
Kentucky, has a law protecting all types of psycho- | 


i 


Muse Committee Meets—Muse Committee Chairman Holland 
Jackson called a meeting of this committee the afternoon of September 
20 in Kansas City. Shown during the meeting are Dr. William Shaw 
(seated left to right), Dr. Charles Cooper, Dr. Jackson, Mrs. Annette 
Branham and Mr. Charles Nyberg. Standing in the back row (left to 
right) are Dr. Louis Rittelmeyer, Dr. Carleton Smith, Dr. John Lindsay 
and Dr. Carroll Andrews. Dr. J. S. DeTar was unable to attend the 
meeting. At the time this picture was taken another committee 
member, Dr. Mary Elizabeth Johnston, was speaking at the State 
Officers’ Conference. 
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Avoids Metal CHoudiness in hypertension therapy 


Rautensin (the alseroxylon fraction of 
Rauwolfia) offers simple, safe, effective and 
easy-to-manage therapy for the complex 
problem of hypertension. Rautensin produces 
agradualand sustained dropin blood pressure 
.-.calms and soothes the anxious patient 
without loss of alertness...slows accelerated 
pulse. Patients on this regimen show marked 
reduction of anxiety with a simultaneous 
increase in intellectual and psychomotor 
efficiency.! 


With the use of the alseroxylon fraction of 
Rauwolfia, side actions ‘‘...are either 
completely absent or so mild as to be 
inconsequential” and there is “*...no danger 
of sudden rebound of the blood pressure.’”? 
Furthermore, alseroxylon was found less 
prone to cause mental depression,’ and does 
not usually cause drowsiness. Rautensin is 
purified and therefore free of inert dross 
present in the whole root. 

i. Wright. W. T. Jr.; Pokorny, C., and Foster, T. L.: J. Kansas M. Soc. 

57:410, 1956. 


2. Terman, L. A.: Illinois MJ. 3:67, 1957. 
3. Moyer, J. H.; Dennis, E., and Ford, R.: Arch. Int. Med. 96:530, 1955. 


Rautensin’ 


The purified alkaloid complex of Rauwolfia with total therapeutic activity—minimal side effects. 
Each tablet contains 2 mg. purified Rauwolfia serpentina alkaloids (alseroxylon fraction) 


SMITH-DORSEY « Lincoln, Nebraska « A Division of The Wander Company 
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therapists. He said Georgia protects only psychologists. 

The judge said he agreed with the majority legal 
opinion of the 18 states that no special protection was 
needed for ordinary doctor-patient relationships. 

“However,” according to the UPI story, the judge 
said, “my contention is that there is a distinction 
between psychiatrist and practitioners in other fields 
of medicine. The peculiarly close relationship of trust 
and confidence required between a psychiatrist and 
patient makes the situation a special one.” 


Argentine Physicians End Strike 
Resulting from Political Reprisals 


AFTER BEING on strike for five weeks late in the sum- 
mer, physicians in Argentina have resumed work with 
the assurance that their positions will be secure 
against political reprisals. 

The national strike affected the Argentine Medical 
Confederation’s 12,000 members and all the country’s 
medical institutions. 

The strike, according to a New York Times story, 
was called as a result of the dismissal of the director 
of a trade union clinic. The confederation said the 
doctors would fight to get quick congressional approv- 
al of a law giving them a legal defense against dis- 
missals for reasons of patronage or reprisal. 

Echoing the grievances so often found in a welfare 
state, the Argentine doctors also seek a legal remedy 
for the low pay and inadequate facilities in the social- 
ied medical services. These services employ more 
than 5,000 physicians in Buenos Aires alone. 


Medical News in Small Doses: 


Two AcaDEMY MEMBERS from Mississippi hold key 
posts in the Mississippi State Medical Association. Dr. 
Guy Vise of Meridian is the new president and Dr. 
William E. Lotterhos of Jackson is new secretary. . . . 
Other members recently announced as heading state 
medical societies are Dr. Ralph Perry of Kansas 
City, president of Missouri State Medical Association 
and Dr. E. C. Mohler of Ponca City, Okla., president 
of Oklahoma State Medical Association. . . .In West 
Virginia Medical Association, six members hold prom- 
inent positions. Dr. Jacob C. Huffman of Buckhannon 
is new president-elect, Dr. John W. Hash of Charles- 
ton is vice president, Dr. T. Maxfield Barber of Charles- 
ton is treasurer and Drs. Siegel W. Parks of Fairmont, 
Elizabeth McFetridge of Sheperdstown and L. J. Face 
of Princeton, all are council members. . . .Dr. James 
D. Murphy of Ft. Worth, Tex., speaker of the AAGP 
Congress of Delegates, is heading the professional 
division of this year’s United Fund campaign in Tar- 
rant County, Tex. Dr. Murphy, a United Fund 
director and executive committee member, is also 
vice speaker of the Texas Medical Association. . . .GP 
Associate Medical Editor Sol Katz of Washington, D.C. 
is the recipient of the first Edward Y. Davison Award 
to be presented by the Medical Society of the District 
of Columbia during 1957. . . .Another of GP’s associate 
editors, Dr. John C. Rose, is now acting chairman of 
the Department of Physiology at Georgetown Univer- 
sity Medical Center, Washington, D.C. . . .Journal of 
Occupational Medicine, the new official periodical of 
Industrial Medical Association, will begin monthly 
publication in January. . . . Col. Benjamin A. Strick- 
land, Jr., USAF (MC), has been assigned as Surgeon 
of the Air Defense Command, Colorado Springs, 
Colo., succeeding retiring Brig. Gen. Albert H. 
Schwichtenberg. . . . Group Health Insurance of New 
York recently celebrated its 20th anniversary. . . . The 
American Hospital Formulary Service, compiled and 
published by American Society of Hospital Pharma- 
cists, is now available. The service provides drug mono- 
graphs in loose-leaf form together with supplementary 
monographs to be issued at regular intervals. Now the 
tedious task of compiling individual hospital formu- 
laries will no longer be necessary. . . . Retiring Medi- 
care director, Maj. Gen. Paul I. Robinson, is now co- 
ordinator of Medical Relations for Metropolitan Life 
Insurance Company. ... Member Tom D. Spies of 
Birmingham, Ala. is new president of American Thera- 
peutic Society. ... Dr. I. W. Ravdin has been ap- 
pointed Vice President for Medical Affairs at the Uni- 
versity of Pennsylvania. 
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clinical 
success following 


explosion 
of trichomonads 


VAGISEC® liquid and jelly 


PURSUE trichomonads into every 

fold of vaginal mucosa — 

reaching even those parasites buried under 
thick, tenacious albuminous secretions. 


EXPLODE all trichomonads 

within 15 seconds of contact! No flagellate 
remains to cause troublesome flare-ups. 
Successful treatment in 97% of patients is 
reported by Decker.! 


BANISH trichomonads. 
They cannot survive the wetting, detergent and 
chelating agents in VAGISEC liquid and jelly. 


REPEATED NEGATIVE CULTURES—STRICTEST CRITERION 
Using cultures, the most critical test, Weiner? reported 
46 of 51 patients “cured” by VAGISEC therapy. 
*Round-the-clock therapy—vaginal scrub 

with VaGISEC liquid in the office and instillation of 
VAGISEC jelly, followed by home douches and jelly— 
ensures eradication of organisms. Annoying symptoms 
(leukorrhea, pruritus, burning) often disappear after 
the first treatment.! Three to four weeks of therapy 
usually sufficient for most cases.- 


VAGISEC’ 


LIQUID AND JELLY 


References: 1. Decker, A.: New York J. Med. 57:2237 
(July 1) 1957. 2. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 
3. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 


VaGisEc is a registered trade-mark of Julius Schmid, Inc. 


anniversary 
1883-1958 
service to the medical 
and drug professions 


JULIUS SCHMID, INC. 
423 West 55th Street 
New York 19, N.Y. 
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News from the State Chapters 


Following the close of New Mexico chapter’s suc- 
cessful annual meeting and first Ruidoso Summer 


being made for a similar session next year. 

Registration for the four-day meeting totaled 80 
doctors from California, Indiana, Louisiana, Okla- 
homa, Texas and New Mexico. The chapter business 
meeting was held the first day, on July 21, with elec- 
tion of officers the primary order of business. 

Newly-elected president, Dr. Wendell H. Peacock 
of Farmington, succeeded Dr. Jose A. Rivas of Belen. 
The new president-elect is Dr. C. Pardue Bunch of 
Artesia; vice president is Dr. U. S. Marshall of Roswell 
and secretary-treasurer is Dr. Frederick R. Brown, 
Roswell. New directors are Dr. Herman O. Lehman of 
Portales and Dr. Paul A. Feil of Deming. Dr. Leland 
Evans, Las Cruces, and Dr. Rivas are delegates to the 
San Francisco Assembly; their alternates are Drs. 
William J. Hossley, Deming, and Michael A. Tanny, 
Albuquerque. (See cut.) 

Among the many special guests attending the 
clinics were Mr. Mac Cahal, executive director of the 
Academy ; Mr. Don Jackson, executive secretary of the 
Texas chapter and Mr. Ralph Marshall, executive 
secretary of the New Mexico chapter. 

Two round-table luncheons were held the second 
and third days of the meeting, and a banquet, preceded 
by a cocktail hour, was held the night before the 
meeting closed. 

First speaker on the four-day program was Dr. Lula 
0. Lubchenco, department of pediatrics, University 
of Colorado, who spoke on the need for study of pre- 
maturity and infant mortality in this region, high 
altitude babies and socio-economic factors and pre- 
natal care. 

“New Mexico Maternal and Infant Mortality” was 
the topic of Dr. A. R. Pruit from Roswell. Dr. Ben 
C. Williams, department of obstetrics and gynecology, 
University of Colorado, spoke on a three-fold topic 
covering indications for and complications of induc- 
tion of labor, instrument delivery and Cesarean section. 

Next on the program was Dr. John Githens, depart- 
ment of pediatrics, University of Colorado, whose 
topic was “Practical Management of Resuscitation.” 
Drs. Lubchenco and Githens and Dr. Robert T. White, 
department of obstetrics and gynecology, University 
of Colorado, also spoke on the obstetric and pediatric 
management of diabetes, intrapartum infection and 
blood incompatibilities. 

Dr. White headed the next day’s speakers, dis- 
cussing ‘Medical Complications of Pregnancy.” 
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Clinics at Navajo Lodge in Ruidoso, plans are already 


Attend New Mexico Innovation— These officers and speakers headed 
the fine turnout at the First Ruidoso Summer Clinics, held in con- 
junction with the New Mexico chapter meeting at Ruidoso. Shown, 
left to right, are Drs. J. A. Rivas of Belen, outgoing president; 
F. R. Brown of Roswell, secretary-treasurer; U. $. Marshall of Ros- 
well, vice president; W. H. Peacock of Farmington, newly-elected 
president; J. S. Bagwell of Southwestern Medical School, Dallas, 
program speaker; W. M. Daily of Southwestern Medical School, 
program speaker and Leland Evans of Las Cruces, delegate to the na- 
tional Assembly. 


“Symptoms of Illness in the Newborn,” was the topic 
of Dr. Lubchenco, and Dr. Githens spoke on ‘‘Manage- 
ment of Infection in the Newborn.” 

Following intermission, Dr. White again spoke, his 
topic this time was “Endometriosis and/or Pelvic 
Pain.” Dr. Williams’ topic was “Abnormal Bleeding.” 

Dr. William M. Daily, Southwestern Medical School, 
Dallas, spoke on “Recent Advances in Cardiac Dis- 
ease” as the third-day opener. “Hemorrhage from the 
Gastrointestinal Tract” was presented by Dr. John S. 
Bagwell, Southwestern Medical School, Dallas. Dr. 
Dan C. Gill, also of Southwestern Medical School, 
chose as his topic, “Surgery of Peptic Ulcer.” “Pene- 
trating Trauma to the Abdomen” was the subject 
discussed by Dr. Manning B. Shannon, Southwestern 
Medical School. 

For the final day’s program Dr. Shannon spoke on 
‘Physiological Principles Involved in the Management 
of Shock and Hemorrhage.” Dr. Gill discussed “Dis- 
eases of the Bile Ducts and Pancreatitis”; Dr. Bagwell 
talked on “Functional Diseases of Gastrointestinal 
Tract” and Dr. Daily’s topic was “Hypertension.” 
> The seventh annual scientific meeting of the 
Connecticut chapter was held at the Hotel Statler in 
Hartford early last month. 

Six speakers appeared on the one-day program, 
held October 2. The first speaker, who discussed 
“Steroid Therapy,” was Dr. Roger L. Black, senior 
investigator, National Institute of Arthritis and Meta- 
bolic Diseases, Bethesda, Md. 

Dr. Bentley P. Colcock, Lahey Clinic, Boston, spoke 
on “Jaundice.” The third speaker was Dr. Francis M. 
Forster, professor and director, Department of Neu- 
rology, Georgetown University Medical Center, Wash- 
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ington, D.C., who spoke on “‘Arteriosclerotic Brain 
Disease.” 

Physicians and their wives attended a luncheon 
in the hotel ballroom, following a question and panel 
discussion. Key luncheon speaker was the Rev. Albert 
R. Mollegen, S.T.M., D.D., professor of Christian 
ethics, Protestant Episcopal Theological Seminary in 
Virginia, Alexandria, Va. Rev. Mollegen spoke on 
“Religion and Medicine.” 

In the afternoon Dr. David M. Bosworth, professor 
and director, orthopedic and traumatic surgery, New 
York Polyclinic Medical School and Hospital, New 
York City, led off with a presentation on ‘Whiplash 
Injuries.” 

Second afternoon speaker was Dr. Edward T. Kre- 
mentz, associate professor of surgery, Tulane Uni- 
versity School of Medicine, New Orleans, La., whose 
topic was “The Treatment of Cancer by Perfusion.” 

Final speaker on the program was Dr. John G. 
Young, clinical professor of pediatrics, Southwestern 
Medical School, University of Texas, Dallas. Dr. 
Young’s topic was “Emotional Problems in Children.” 
A discussion concluded the program. 

Wives attended a morning hospitality function. 
Then, following the luncheon, they heard Mildred P. 
Allen, secretary of the state of Connecticut, speak 
on “Women in Politics,” and Christine Ramsey Ly- 
man, a monologuist. 

There was a reception for everyone that evening. 
> Seven states were represented in the attendance 
at North Carolina's fifth annual Mountaintop Medical 
Assembly, held recently in Waynesville. 

Over a hundred physicians and their families came 
from Tennessee, Georgia, South Carolina, Florida, 
Virginia, North Carolina, and even as far away as 
Rhode Island to hear the six authorities on the pro- 
gram discuss subjects ranging from whiplash injuries 
to nuclear fission fallout. (See cut.) 

The three-day scientific program was held in the 
Hazelwood school auditorium in Waynesville, with 
headquarters for the group located at the Country 
Club. Dr. Frank Hammett, Waynesville, was general 
chairman. (See cut.) 

First speaker on the program was Dr. J. Willis 
Hurst, Emory University, Atlanta, Ga., who gave two 
lectures on the “Diagnostic Points of Cardiology.” 
Dr. Joseph H. Patterson, Emory University, spoke on 
“Renal Diseases and Disorders of Children” and 
“Chest Diseases in Childhood.” 

The military viewpoint on the increasing level of 
radioactivity present was given by Col. James B. 
Hartgering (MC), director, Division of Nuclear Medi- 
cine and Chemistry, Walter Reed Army Medical 
Center, Washington, D.C. He spoke on “The World 
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Wide Fallout of Nuclear Fission Products” and ‘‘The 
Response of Man to Ionizing Radiation.” 

Dr. Edward Compere, Northwestern University, 
Chicago, chose as his topics, “Whiplash Injuries of 
the Neck” and “The Upper Extremity Fractures.” 
Dr. Robert F. Dickey, Foss Clinic, Danville, Pa., dis- 
cussed ‘Common Dermatoses Seen in Office Practice” 
and “Dermal Manifestations of Diabetes Mellitus.” 

The sixth speaker was Dr. Frederick Kredel, South 
Carolina Medical College, Charleston, who spoke on 
**The Changing Concepts in the Nature of Cancer” and 
**Cancer of the Thyroid and Breast.” 


Mountaintop Speakers—Gathered around the speakers’ lectern at the 
recent fifth annual North Carolina Mountaintop Medical Assembly 
are four of the men who appeared on the program. Left to right, 
they are: Col. James 8. Hartgering, Walter Reed Army Medical 
Center, Washington, D. C.; Dr. W. O. Kearse, Canton, NV. C., panel 
moderator; Dr. Joseph H. Patterson, Emory University, Atlanta, Ga. 
and Dr. Willis Hurst, Emory University. 


A Word from the Chairman—Dr. Frank Hammett, Waynesville, N. C. 
(second from right), chairman of the Tar Heel State’s Mountaintop 
Medical Assembly, is shown chatting with a few of the many doctors 
and guests who came from seven states to attend the recent Waynes- 
ville meeting. Shown left to right are Dr. Robert F. Dickey, Danville, 
Pa.; Bill Breazeale, Asheville, N. C., Wyeth Laboratories repre- 
sentative; Dr. R. Stuart Roberson, Hazelwood, N. C.; Dr. Hammett and 
Dr. Alan Brown, Waynesville. 
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Part of the social program scheduled for the 
physicians and their guests included a golf tournament 
at the Country Club, horseback riding, a luncheon and 
an informal banquet. For the ladies there was a fashion 
show at the Town and Country Shop, bridge games, a 
tour of a local manufacturing plant and a tour of the 
surrounding Smoky Mountains. 

p> Dr. John S. DeTar, past president of the Academy 
from Milan, Mich., was the key luncheon speaker at the 
September 17 program presented by the South Carolina 
chapter in Columbia. 

The session was organized into a postgraduate 
seminar with round-table discussions, and was jointly 
sponsored by the Columbia Medical Society. 

Dr. DeTar, addressing physicians and their wives 
in the Empire Room of the Columbia Hotel, spoke on 
“The Generalist and the Specialist.” 

Other morning speakers were Dr. Carl C. Fischer, 
Department of Pediatrics, Hahnemann Medical Col- 
lege, Philadelphia, Pa., whose topic was ‘Management 
of Pediatric Emergencies”; Dr. Carroll F. Burgoon, 
Jr., Department of Dermatology and Syphilology, 
Hahnemann Medical College, who spoke on “Manage- 
ment of Common Dermatologic Conditions” and Dr. 
O. E. Van Alyea, University of Illinois College of 
Medicine, Chicago, who discussed “ENT Problems in 
General Practice.” 

Three simultaneous round-table discussions were 
held after the luncheon, led by faculty from the 
Medical College of South Carolina in Charleston. Dr. 
J. R. Paul led the one on “Management of Pediatric 
Emergencies.”” The second was on “Management of 
Common Dermatologic Conditions” and was ied by 
Dr. John Van De Erve, Jr. Dr. Richard W. Hanckel, 
Jr., led the third one on “ENT Problems in General 
Practice.” 

The wives of attending physicians were invited to a 
morning hospitality. In the afternoon Mr. John D. 
Frost, a travel director, presented a program of films 
with commentary on “Round the World Cruise on 
§. S. Caronia” and “Air Tour of the Caribbean.” The 
wives joined their husbands for a reception at the con- 
clusion of the day’s session. Mrs. Kirby Shealy was in 
charge of the ladies’ program. 
>This month the Michigan and Wayne County 
(Michigan) chapters are co-sponsoring their 12th an- 
nual fall postgraduate clinic at the Sheraton-Cadillac 
Hotel in Detroit. 

The two-day meeting on Novermber 12 and 13 will 
have 26 speakers on the program, who will, in four 
symposiums and four panels, discuss newer medica- 
tions, psychiatry, pediatrics, cardiovascular disorders, 
mental health, urology, practical therapeutics and 
general medicine. 
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Speakers are Mr. Eugene L. Jackson, Ph.D., Medical 
College of Virginia, Richmond; Drs. Julius Pomeranze, 
New York Medical College, Metropolitan Medical 
Center, New York City; Frank J. Ayd, Jr., Franklin 
Square Hospital, Baltimore, Md.; Frank M. Berger, 
developer of Meprobamate, New Brunswick, N. J.; 
A. A. Mintz, Baylor University, Houston, Tex. ; James 
L. Dennis, Children’s Hospital of the East Bay, Oak- 
land, Calif.; Harold I. Lecks, Children’s Hospital, 
Philadelphia; Harold D. Lynch, Boehne Hospital for 
T.B., Evansville, Ind.; Irvine H. Page, Cleveland 
Clinic Foundation, Cleveland, Ohio; Mr. James T. 
Lowe, Ph.D., researcher, Indianapolis, Ind.; Drs. 
Robert E. Ensor, Mercy Hospital, Baltimore, Md.; 
Richard A. Dunsmore, Philadelphia General Hospital, 
Downington, Pa.; Marvin Moser, Walter Reed Army 
Medical Center, Washington, D. C.; A. D. Dennison, 
Jr. University of Indiana Medical School, Indianapolis. 

Also, Drs. Douglas Goldman, University of Cincin- 
nati, Cincinnati, Ohio; Else B. Kris, Department of 
Mental Hygiene, New York City; John H. Moyer, 
Hahnemann Medical College. Philadelphia; Matthew 
Marshall, Jr., Western Pennsylvania and Children’s 
Hospitals. Pittsburgh, Pa. ; Edward Henderson, editor- 
in-chief, Journal of the American Geriatrics Society, 
Bloomfield, N. J.; William F. Kremer, internist, 
Yonkers, N. Y.; Frank L. Jennings, Veterans Hospital, 
Indianapolis, Ind.; F. F. Yonkman, W. S. U. College 
of Medicine, Summit, N. J.; Benjamin Boshes, North- 
western University, Chicago; William P. Peak, Ben- 
jamin Franklin Clinic, Philadelphia; Philip Jacobson, 
author, Petersburg, Va. and Theodore M. Feinblatt, 
King’s County Hospital, Brooklyn, N. Y. 

Following a cocktail party, the annual banquet will 
be held in the Grand Ballroom at the conclusion of the 
first day’s program. A Charleston contest will highlight 
the floor show and entertainment, which is keyed to a 
“Roaring 20’s” theme. Members have been requested 
to wear their “Roaring 20’s” clothes. 
> Onondaga (New York) chapter was host recently at 
a symposium on clinical medicine in Syracuse. 

The local chapter joined with the Onondaga County 
Medical Society in holding the program September 25. 

Among the speakers were Dr. Norman Deane, New 
York University Post-Graduate Medical School, New 
York City, who discussed “Electrolyte Balance in the 
Management of Medical and Surgical Problems.”’ Dr. 
James Barrett Brown, Washington University School 
of Medicine, St. Louis, Mo., spoke on “Emergency 
Treatment of Trauma.” 

“A Tenth Anniversary Appraisal of Broad Spectrum 
Antibiotics” was the topic of Dr. Morton Hamburger, 
University of Cincinnati College of Medicine, Cin- 
cinnati, Ohio. 
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Following a luncheon for physicans and wives, Dr. 
Edward M. Litin, Mayo Clinic, Rochester, Minn., 
spoke on the “The Spoiled Brat, The Problem Parent.” 

The afternoon session began with Dr. E. Newton 
Hesbacher, The George F. Geisinger Memorial Hos- 
pital, Danville, Pa., who discussed “A Practical Ap- 
proach to the Problems of Dermatology.” 

“Evaluation of New Drugs in Hypertension” was 
the topic presented by Dr. G. H. Marquardt, North- 
western University Medical School, Chicago. The last 
speaker on the program was Dr. James B. Donaldson, 
Hahnemann Medical College, Philadelphia, Pa., who 
discussed “Laboratory and Office Procedures in 
Diagnosis and Treatment.” 

Another question and panel discussion and a recep- 
tion in the Louis Room for members, wives and guests 
completed the day’s program. 

In addition to the luncheon and reception, the 
ladies were invited to a morning hospitality and a 
program entitled “Fun With Flowers” presented by 
Mrs. Arthur Fisher. Mrs. M. S. Richards, Tully, N. Y., 
was in charge of the ladies’ program. 
> Members of the St. Louis (Missouri) chapter have 
contributed in a large way to the Tuberculosis and 
Health Society program in that area by “reading” 
34,869 TB patch tests given to children in St. Louis 
schools. 

The chapter members, together with school physi- 
cians and health department doctors donated their 
services free of charge to take care of schools with no 
contract for health services. 

As a Christmas Seal service of the Tuberculosis and 
Health Society, more than 50,000 persons were given 
tuberculin patch tests in 1957. The society said that 
49,042 tests were given to elementary and high school 
pupils during the past school year. Indications of 
contact with TB germs was something like 3 per cent 
or 1,385 of those students tested. 
> Lake Murray Lodge, Ardmore, Okla.. was the site 
of the recent fifth annual meeting of the Red River 
Valley Section of Oklahoma chapter. 

Members and their families from North Texas and 
Oklahoma attended the September 7 meeting, which 
opened with an official film of the American Heart 
Association, entitled “Disorders of the Heart Beat.” 

Topics covered by speakers from Oklahoma and 
Texas included “How To Get The Most For Your 
Laboratory Dollar,” “Essentials Of A Good Neuro- 
logical Examination,” ‘Further Considerations Of 
Laboratory Procedures” and “Management Of Cere- 
bral Trauma.” 

A smorgasbord, boat rides and pony rides for the 
children were some of the informal social highlights 
of the session. 
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Monday Assembly Program Keynotes Public Health Topics 


Each year, beginning with the November issue, we en- 
deavor to spell out for you the four-day program of the 
next Annual Scientific Assembly. The articles are built 
around brief pen sketches of the individual speakers and 
equally brief digests of what they expect to give you 
from the platform, come spring. The biographic reports 
seldom present any serious problem— most men of the 
caliber we select have efficient secretaries who can put 
an instant finger on a detailed curriculum vitae. But a 
succinct evaluation of what they plan to say eight or 
ten months later (the first article being written in the 
shadow of Labor Day) is a little harder to come by. 

The task is further complicated this year by the fact 
that two of the speakers on the Monday afternoon 
program have been out of the country all summer. 
Returning to a heavy accumulation of correspondence 
and work, it will understandably be several weeks before 
they can clear their desks to the point of even con- 
templating their roles in the events of next April 6. 

Our opening speaker, Dr. Walter H. Judd, is one of 
these two individuals. Fortunately, however, his 
reputation as a speaker and a student of the changing 
scene is adequate assurance of an absorbing, informa- 
tive 30 minutes. Even the title of his presentation, 
“Doctors in a Changing World,” is provocative and 
stimulating. You may be sure that every seat in the 
huge San Francisco Civic Auditorium will be filled 
when this capable legislator and respected Academy 
member steps to the lectern. 

Many men have served the nation with honor in the 
halls of Congress; many others have made notable 
contributions to humanity through the medium of scal- 
pel and medical bag; still others have become authori- 
tative interpreters of inter- 
national problems. Here is 
a man who combines all 
three. Walter Judd was 
probably one of the first 
Americans to recognize the 
dual menace of Japanese 
militarism and Communist 
subversion. His crusading 
efforts to alert Americans to 
these dangers drove him, 
by popular demand, into 
Congress in 1942—where 
he has been returned in 
seven successive elections. 
Although Congressman 
Judd’s greatest contribu- 


Walter H. Judd, M.D. 
Academy Member Judd, vet- 
eran Republican Congress- 
man from Minnesota, will 
be the opening Assembly 
Speaker on April 6. 
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tion, from our point of view, is his authorship of the 
World Health Organization bill, he has long been an 
important member of the Foreign Affairs Committee, 
where he has been a decisive factor in shaping our 
foreign relief, recovery, rearmament and development 
programs. 

Quite a man, this Academy Member Walter H. Judd. 


Immunology Panel 


Following Dr. Judd’s opening address, the first 
scientific lecture period of the Assembly will be devoted 
to “Immunology.” This will be a comprehensive review 
of artificial active immunization, compared with innate 
resistance. 

Among the points to be covered are: compari- 
son of living attenuated agents, with killed, inacti- 
vated bacteria and viruses; the role of synergists and 
adjuvants; immune response; antibody formation; 
biologic prophylaxis and the effect of antibiotics. 

Guiding this discussion will be Dr. Karl F. Meyer, 
professor emeritus of experimental pathology at the 
University of California—the school he has been asso- 
ciated with since 1913. Born in Switzerland and edu- 
cated in that country and France, Dr. Meyer’s list of 
awards, honorary degrees, associations and professional 
accomplishments fill six closely-typed pages. It is 
difficult to point a finger of particular pride at any one 
most outstanding achievement. No ivory tower recluse, 
as evidenced by the fact that his honors range all the 
way from l’Ordre de la Santé Publique to a tribute 
from the National Canners Association, he is one of the 
busiest men in America (with some 20 active com- 
mission, committee and consultant appointments) and 


Immunology Panel— Schedules, potencies and procedures of standard 
immunization agents will be discussed in a panel discussion which 
will be moderated by Dr. K. F. Meyer of San Francisco (far left). 
Panel participants will be Dr. Geoffrey Edsall, Washington, D. C. 
(center) and Dr. Edwin H. Lennette, Berkeley, Calif. 


263 


: a 


Bed of ~ 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) : 
0.1 Gram (1% grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date On each package. 


- Being Digitalis in its completeness, 
this preparation comprises the 

entire therapeutic value of the drug. 

It provides the physician with a safe and effective < 
means of digitalizing the cardiac patient ie 

and of maintaining the necessary saturation. | | 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co., Ltd, - Boston 18, Mass. 


“GP Volume XVIII, Number 5 


= 

: : 

: 

ia 
| 

4 
: 

: : 
| 2 


a recognized dean in the fields of pathology and im- 
munization. 

The first panelist working with Dr. Meyer will be 
Dr. Geoffrey Edsall, director of the Division of Com- 
municable Disease at Walter Reed Institute of Re- 
search, Washington. Prior to joining that institution, 
seven years ago, he had held teaching posts at Harvard, 
Boston University and the University of California, 
plus serving four years as consultant in contagious 
diseases at Massachusetts Memorial Hospitals. A long- 
time member of APHA, he served as chairman of the 
laboratory section in 1949 and 1950. Among a dozen 
other association memberships, we note a presidency 
of the American Association of Immunologists and— 
currently—the governors’ board of the American 
Academy of Microbiology. 

Dr. Edsall will give particular attention to neonatal 
immunization, dose spacing, timing of booster shots, 
combined vaccines, routes of inoculation, nature and 
significance of reactions and some of the prospects for 
advances in immunizing therapy. 

The second panelist is Dr. Edwin H. Lennette, 
lecturer in virology at the School of Public Health, 
University of California, and chief of the Viral and 
Rickettsial Disease Laboratory at the same institution. 
In addition to his medical degree, Dr. Lennette holds 
a Ph.D. in hygiene and bacteriology from the Uni- 
versity of Chicago. For a number of years he was on the 
staff of the International Health Division of the Rocke- 
feller Foundation, during which time he did research 
on influenza and (in Brazil) on yellow fever. His 17 
society memberships read like a cross-section of Ameri- 
can knowledge in pathology, microbiology, immunol- 
ogy and tropical diseases. He has contributed most 
impressively to the literature—a total of over 150 
papers. 

Dr. Lennette will review the experience with the 
Salk vaccine and will discuss the possibility of acquired 
natural immunization that might obviate the need for 
continuing booster injections. The efficacy of in- 
fluenzal vaccines will also be examined, with special 
attention to dosage, antigenic mass, injection routes 
and conditions governing their use. Finally, considera- 
tion will be given to a number of new viruses whose 
etiologic relation to respiratory disease has been dis- 


closed. This includes the large adenovirus group, — 


associated with a wide spectrum of disorders. Recently 
developed vaccines, effective against the more common 
of these serotypes, will be reviewed. 


Surgeon General Burney To Speak 


Immediately following the afternoon recess, Dr. 
Leroy E. Burney, Surgeon General of the Public Health 
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Service, will present a dis- 
cussion on “Public Health 
and Its Relation to the 
Practice of Medicine.” Dr. 
Burney has been away from 
his office for some weeks on 
affairs of the World Health 
Assembly, and so was un- 
able to provide an abstract of 
his paper before the Novem- 
ber issue deadline. Those 
of you fortunate enough to 
have heard him speak, how- 
ever, need no further assur- 
ance that his presentation 


Leroy E. Burney, M.D. 

As Surgeon General of 
USPHS, Dr. Burney is well 
qualified to discuss the re- 
lationship between public 


will be meaty, thought-pro- health and the practice of 
voking and crammed with medicine. 
interest. 


Although Dr. Burney has made a career in the 
Public Health Service since his internship in 1931, he is 
in no wise an “armchair general” type of doctor. He 
established the first mobile venereal clinic service in 
1937, and during World War II was in charge of the 
Navy’s venereal disease control program in the Mediter- 
ranean area. He is on the Governing Council of APHA 
and a director of the American Social Hygiene Asso- 
ciation—to list only two of some 20 societies, founda- 
tions and commissions. He holds honorary degrees of 
Doctor of Science and Doctor of Law. 


Animal Disease Menace 


The final paper on Monday is unusual and of great 
potential interest: ‘Animal Diseases Transmissible to 
Man.” The speaker: One of the country’s recognized 
authorities in veterinary medicine—James H. Steele, 
chief of veterinary public health, USPHS, and director 
of the Communicable Dis- 
ease Center, Atlanta, Ga. 
He also serves as consultant 
to WHO, the Defense De- 
partment and various state 
and government agencies. 

His numerous associa- 
tions include the Scientific 
Research Society of Amer- 
ica, the New York Academy 
of Sciences, the Military 
Surgeons Association and 
the American Society of 
Tropical Medicine and Hy- 
giene. Dr. Steele has been 
honored with the Order of 
Carlos Finlay (Cuba) and is 


James H. Steele, D.V.M. 
A veterinarian with PHS, 
his discussion on “Animal 
Diseases Transmissible to 
Man” will be a new topic 
for Assembly programs. 
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Portland physicians find that Serpasil® 
does more than reduce high blood pressure 


Physicians in Portland, Maine, have found 
that Serpasil has advantages beyond its anti- 
hypertensive action: 


1. With its rather pronounced central effect 
Serpasil calms patients who are frankly 
anxious or tense, as well as hypertensive. 


2. The heart-slowing action of Serpasil re- 
lieves the tachycardia that so often compli- 
cates high blood pressure. 

These facts were brought out by 450 U.S. 
physicians who were interviewed in a world- 
wide survey* conducted by CIBA. They 
reported that 74 per cent of 871 patients 


treated with Serpasil for hypertension with 
anxiety-tension had excellent or good over- 
all response, while 80 per cent of 261 pa- 
tients treated for tachycardia had good or 
excellent response. 


Their experience offers good reason to pre- 
scribe Serpasil whenever marked anxiety- 
tension or tachycardia accompany high 
blood pressure. 

Cc I B A summit, N. J. 


SERPASIL® (reserpine CIBA) 


*Complete information about the results of 
this survey will be sent on request. 
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a fellow of the Association of Veterinary Physicians of 
Peru. 

Dr. Steele points out that of the 200 communicable 
or infectious animal diseases, nearly 100 are trans- 
missible to man. He will review the seven major classi- 
fications of these zoonoses and discuss in detail some of 
the principal offenders. For example, the leading virus 
culprit, rabies, will be considered from the standpoint 
of public health implications, control procedures and 
therapeutic advances. Leptospirosis, which is replacing 
brucellosis among the bacterial infections, will be 
outlined diagnostically and therapeutically. Ringworm 
will be the principal representative of the fungus group 
for discussion, and a number of the helminthic diseases 
will be reviewed in their relationship to the human. 


Trip to Assembly in San Francisco 
Next Spring Has Been Streamlined 


AFTER DUE CONSIDERATION by the Board of Directors 
and the Travel Committee at their recent meeting in 
Kansas City it was decided to completely streamline 
transportation arrangements for members to the An- 
nual Assembly in San Francisco. 

Because of the time saved enroute enabling busy 
physicians to spend more time at the points of interest 
included, the West Coast trip previously announced as 
a special train has been revised into an extremely 
attractive air excursion. 

While special flights will be operated from Chicago 
to the first stop which is Las Vegas, connections will 
also be arranged for those in other localities. 

The itinerary will include three nights in Las Vegas, 
proceeding to San Francisco on Sunday, April 5th, 
where accommodations will be provided during the 
meeting period. From San Francisco members will 
proceed to Los Angeles for three days of sightseeing 
and entertainment—leaving Los Angeles on Sunday, a 
delightful trip by motor is planned to Palm Springs for 
three more pleasure-filled days in this world famous 
vacation resort. 

It is felt that members will consider this an out- 
standing travel offering for the special features in- 
cluded are numerous and indeed unique. Doctors and 
their wives can dine and dance in the glamorous hotels 
along the fabulous “strip” in Las Vegas where the 
nation’s top entertainers are billed. (See cuts.) 

While in Los Angeles varied sightseeing will be 
climaxed by a “gala” dinner party at world-renowned 
“Moulin Rouge,” second not even to the Moulin 
Rouge in Paris. In Palm Springs luxurious accom- 
modations at one of the lavish resorts will provide a 
continual round of activities if this is the doctor’s 
choice or there will be time for sheer relaxation and 
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leisure. Farewells will be said in Palm Springs at gay 
and colorful ‘‘Chi Chi’s.” 

These are, of course, only highlights of an itinerary 
which physicians will no doubt welcome as a splendid 
opportunity to combine attendance at the Annual 
Assembly with a few days of pleasant diversion. 

For those with limited time, a shorter trip is plan- 
ned leaving from home cities direct to San Francisco 
and proceeding to Las Vegas for the weekend following 
the Assembly. Here again hotel accommodations will 
be included in San Francisco during the meeting 
period as well as all hotel and entertainment features 
in Las Vegas. 

Both trips are outlined in complete detail in the 
printed brochure which should have reached the 
entire membership by this time. 


* 


Relax Before or After Assembly — Depending on the travel choice, 
members can relax in Las Vegas, either before or after the As- 


sembly in San Francisco. 


Lure of Las Vegas—Glamorous hotels, like the Riviera, shown 
above, are on the travel itinerary for members on the way to the 
Assembly in San Francisco. The nation’s top entertainers are 
billed in these hotels along the “strip” in Las Vegas. 
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this is the flavorful way 


you can relieve minor throat 
and mouth irritations 


Spectrocin- 


Squibb Neomycin-Gramicidin-Benzocaine Troches 


Wide antibacterial spectrum: Each good-tasting, raspberry- 
flavored Spectrocin-T Troche contains 2.5 mg. neomycin and 
0.25 mg. gramicidin assuring a wide antibacterial spectrum. 


Anesthetic action: 10 mg. benzocaine is included in each 
troche for its soothing topical anesthetic action. 


Boxes of 10 cellophane-wrapped troches in a paraffin-sealed 
aluminum foil wrapper. 


and ... for topical antibacterial action that really gets to 
the site of the infection ... use 


Spectrocin LOTION smooth, free-flowing. % oz. plastic squeeze bottles 


Squibb Neomycin-Gramicidin 
OINTMENT 15 and 30 Gm. tubes 
OPHTHALMIC OINTMENT 3.6 Gm. ophthalmic tubes 


SQUIBB Squibb Quality—the Priceless Ingredient 


is A SQUIBB TRADEMARK 
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Scientific Lecture Program 


ELEVENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 
APRIL 6-9, SAN FRANCISCO, CALIFORNIA 


Monday Tuesday Wednesday Thursday 
Hour April 6 April 7 April 8 April 9 


9:00-9:30 a.m. REGISTRATION Effect of Dietary Fat Prematurity Diabetes 
BEGINS 9:00 A.M. on Serum Cholesterol and Postmaturity 1. Old Concept 
Francisco Grande, M.D. 1. The Premature Baby Richard M. Johnson, «agian 
James L. Dennis, M.v. 2. New Concept 
2. Postmaturity Bertrand E. Lowenstein, 


Mitchell J. Nechtow, M.v. 3. Psychological Concey 
Laurence W. Kinsell, m. 


9:30-10:00 a.m. OPENING Hypertension 
OF SCIENTIFIC Arthur Grollman, M.D. 
AND TECHNICAL 
EXHIBITS 
9:00 a.m. 


10:00—11 :00 a.m. RECESS FOR EXHIBITS 


11 00-11 :30 a.m. Cardiac Arrest - Premenstrual Tension Medicine Prepares for t! 
W. H. Snyder, Jr., M.D. Ernest W. Page, M.D. Space Age 
Captain Norman Barr, 


11:30-12:00 a.m. Recognition of Surgical Menopause 
Heart Conditions Edwin Overstreet, M.D. 
OPENING OF PROGRAM Norman E. Shumway, M.v. 
WELCOMING SPEECHES 
12:00-1 :30 p.m. 1:00 p.m. NOON RECESS LECTURE PROGRAM 


ENDs 12:00 NOON 


1:30-2:00 P.M. Doctors in a Surgery Orthopedics 


Changing World 1. Surgical Convalescence 1. Soft Tissue and Joint ssoemen eoommes 

Walter H. Judd, .v. —When Does It End? Injuries to Children cuose 12:30 P.s. 
Fred Bentley, M.v. J. Vernon Luck, M.v. 
2:00-3:00 p.m. Immunology 2. Regional Enteritis 2. Fractures in Children 

K. F. Meyer, M.v. Joel Baker, M.v. Are Different 

Moderator 3. Hernia Repair Walter P. Blount, M.v. 
Newer Knowledge of Fred Hickens, M.d. 3. Foot Deformities in 

Standard Immunization the Newborn 

Agents John H. Moe, M.v. 


Geoffrey Edsall, m.v. 

Immunization Procedures 
in Virus and Rickettsial 
Diseases 

Edwin H. Lennette, M.v. 


RECESS FOR EXHIBITS 


Public Health and Its Burn Therapy Neurological Diagnosis 
Relation to the 1. The Body’s Response of Headache 


Practice of Medicine to Burns Jose Garcia-Oller, .v. 
Leroy H. Burney, M.D. W. D. Snively, Jr., M.v. 
2. Immediate Therapy 
in Burns 

4:30-5:00 p.m. Animal Diseases . Lt. Col. Edward H. Parkinson Disease 

Transmissible to Man Vogel, Jr., M.D. Therapy 
James H. Steele, d.v.m. Donald Macrae, M.v. 
— DELEGATES’ DINNER STATE CHAPTER FUNCTIONS PRESIDENT’S RECEPTION 
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21- 
monosodium salt—is 675 
over 2000 times more ‘ 
prednisolone or 


STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


(prednisolone 21-phosphate with neomycin sulfate) 


2000 times more soluble than prednisolone 


e free of any particulate matter capable of or 


injuring ocular tissues. hydroc orti son a 


e uniformly higher effective levels ° pred- 


 nisolone. 
SUPPLIED: Sterile Ophthalmic Solution NEO-HYDELTRASOL 0.5% (with neomycin sulfate) 


and Sterile Ophthalmic Solution HYDELTRASOL 0.5%. In 5 ce. and 2.5 ce. dropper vials. Also 
available as Ophthalmic Ointment NEO-HYDELTRASOL 0.25% (with neomycin sulfate) and 
Ophthalmic Ointment HYDELTRASOL 0.25%. in 3.5 Gm. tubes. M E RC K S HA RP & D 0 H M E 
HYDELTRASOL and NEQ-HYDELTRASOL are trade-marks of Merck & Co., Inc. Division of MERCK & CO., INc., Philadelphia 1, Pa. 
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11th Annual Scientific Assembly 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 
SAN FRANCISCO, CALIFORNIA 
APRIL 6-9, 1959 | 


HOTEL RESERVATIONS 

MORE THAN 7,000 family doctors, wives and guests 

will attend the San Francisco meeting. Here are im- 

portant points to remember: 

geg~ Room assignments will be made in the order 
they are received. Reservation requests must 
be sent to the AAGP Housing Bureau, Room 
300, 61 Grove Street, San Francisco 2, Cali- 
fornia. Include required deposit. 

ge Delegates and speakers will be at the Fair- 

mont and Mark Hopkins Hotels. Rooms at 

these hotels will not be available for general 

assignment. A block of rooms has been re- 

served for delegates but individual reserva- 

tions are required. These should be made on a 

special form that will be sent to all delegates 

of record. 

List definite arrival and departure times and 

the names of all persons who will occupy the 

room. 

ae Cancel early if you cannot attend so another 

member may have your room. 


REGISTRATION 


ADVANCE REGISTRATION will be at the Fairmont and 
the Civic Auditorium. Delegates may register at 
the Fairmont Saturday morning, April 4; members 
may register at the Fairmont Saturday afternoon. 
On Sunday, April 5, members may register at either 
the Fairmont or the Civic Auditorium. Starting 
Monday, April 6, all registration will be at the 
Civic Auditorium. 

Ladies’ registration begins Sunday, April 5, at the 
Fairmont and Monday, April 6, at the Civic Audi- 
torium. 


SCHEDULE OF EVENTS 

THE CONGRESS OF DELEGATES, the Academy’s policy- 
making body, will convene in the Fairmont Hotel 
at 2:00 P.M., Saturday, April 4. 


THE SCIENTIFIC PROGRAM 
MORE THAN 25 of the nation’s top medical authori- 
ties will discuss 12 subjects and new developments 
in the fields of therapy and diagnosis. 
The Civic Auditorium will be the headquarters 
for all scientific sessions. 
The scientific and technical exhibit areas will 
open at 9 A.M., Monday, April 6. The scientific 
sessions will convene at 1:30 P.M., April 6, and at 
9:00 A.M. on Tuesday, Wednesday, and Thursday. 


TRANSPORTATION 
Four major airlines and six railroads serve San 
Francisco: 


Airlines Railroads 

AMERICAN BURLINGTON 

TWA NORTHWESTERN PACIFIC 

UNITED SANTA FE 
WESTERN SOUTHERN PACIFIC 


UNION PACIFIC 
WESTERN PACIFIC 


visitors will feel a touch of nostalgia when they learn that the of @ 
no longer chug across San Francisco Bay. Nevertheless, a glimps ara 


MAKE YOUR RESERVATION NOW! USE THE RESERVATION FORM ON THE FOLLOWING PAGE >= 
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Hotels in San Francisco — 
Where Reservations Are Available 


Parlor Suites 


Zone Hotel Location Single Double Twin Beds 
Alexander Hamilton 631 O'Farrell $ 6.50-14.00 $ 9.00-16.00 $ 9.00-16.00 $14.00- 60.00 
Bellevue Geary-Taylor 7.00-10.00  9.00-12.00 10.00-14.00 18.00- 25.00 
Beverly Plaza 342 Grant 7.00- 9.00  9.00-11.00 10.00-12.00 20.00 
Biltmore 735 Taylor 7.00- 7.50 9.00- 9.50 11.00-11.50 
Californian 405 Taylor 8.00 10.00 12.00 22.00- 25.00 
Canterbury 750 Sutter 9.00-17.00 10.50-19.00 12.50-20.00 25.00- 35.00 
Caravan Lodge Eddy & Larkin 12.00-18.00 16.00-22.00 28.00- 36.00 
Cartwright 524 Sutter 6.50 7.50 8.50 
Cecil 545 Post 7.50- 8.50  9.50-10:50 11.00-12.00 
Chancellor 433 Powell 6.50 8.50 9.50 
Clift Geary-Taylor 13.00-20.00 15.00-17.00 16.00-23.00 41.00- 50.00 
Colonial 650 Bush 8.00 12.00 15.00 20.00- 25.00 
Commodore 825 Sutter 5.00-12.00  7.00-14.00  8.00-16.00 
Devonshire 335 Stockton 6.00- 7.00 7.00-10.00  8.00-10.00 12.50- 25.00 
Orake-Wiltshire 340 Stockton 10.00-11.00 12.00-14.00 15.00-16.00 25.00- 35.00 
El Cortez 550 Geary 8.00- 9.00 9.00-12.00 -10.00-14.00 18.00- 24.00 
Embassy 610 Polk 4.50- 5.50  5.50- 7.50 6.00- 7.00 12.00- 18.00 
Fairmont* 950 Mason 12.00-20.00 16.00-24.00 16.00-24.00 37.00- 66.00 
Headquarters Hotel. Rooms are not available for general assignment. 
Federal 1087 Market 4.00 §,00- 6.00 6.00 
Fielding 386 Geary 7.00-.9.00  8.00-10.00  9.00-12.00 
Franciscan 350 Geary 7.00 9.00 12.00 20.00 
Gaylord 620 Jones 7.50 9.50-10.00 10.00-12 50 25.00 
Golden State 114 Powell 4.75- 6.00 7.00- 7.50  8.00-10.00 
Grant 753 Bush 5.50 7.50 8.50 
Herald 308 Eddy 3.50- 4.00 5.00- 6.00  7.00- 8.00 
Herbert 161 Powell 3.50- 5.00 4.00- 6.00 6.00- 7.00 
Holiday Lodge Van Ness-Washington 18.00-20.00 30.00 
Huntington 1075 California 10.00-15.00 14.00-20.00 14.00-20.00 35.00- 50.00 
King George 334 Mason 8.00 10.00 12.00-14.00 
Lankershim 55 Sth 3.50- 450  4.50-5.50  5.50-650  9.00- 11.00 
La Salle 225 Hyde 6.00 7.00 8.00 14.00 
Leland 1315 Polk 5.00- 8.00  7.00-10.00  7.00-10.00 12.00- 15.00 
Manx 225 Powell 6.00- 8.00  8.00-10.00  9.00-11.00 15.00- 20.00 
Mark Hopkins* 999 California 14.00-18.00 18.00-22.00 18.00-22.00 32.00- 60.00 
Headquarters Hotel. Rooms are not available for general assignment. 
Maurice 761 Post 6.00- 8.00  8.00-10.00  8.00-11.00 15.50- 16.50 
New Alden 333 Fulton 4.00 5.50 7.50 
Olympic 236 Eddy 6.00- 850  7.00-10.50  9.00-10.00 16.50 
Oxford 16 Turk 7.00- 8.00 8.00 9.00 
Pickwick 85 Fifth 5.50 7.50 8.50 
Plaza Post-Stockton 10.50-13.50 
Roosevelt 240 Jones 5.00- 6.00 7.00- 8.00  8.00- 9.00 
Richelieu Geary-Van Ness 6.00- 8.00  8.00-10.00 10.00-12.00 
L St. Francis Powell-Geary 12.00-22.00 12.00-20.00 15.00-24.00 26.00- 75.00 
B Senate 467 Turk 5.00- 5.50 6.00- 6.50  7.50- 8.00 
E Senator 519 Ellis 4.50 5.50 6.50 13.00 
F Shaw 1112 Market 5.00 6.00 8.00 
N Sheraton Palace Market-New Mtgy 8.50-16.00 12.50-20.00 12.50-2000 20.00-100.00 
Sir Francis Drake 450 Powell 10.00-14.00 12.00-16.00 15.00-20.00 30.00- 40.00 
L Somerton 440 Geary 6.00 8.00 10.00 12.00 
L Spaulding 240 O'Farrell 5.00- 7.00  6.00- 8.00 7.00- 9.00 14.00 
L Stewart 351 Geary 6.00-10.00  8.00-10.00 10.00-18.00 25.00- 30.00 
L Stratford 242 Powell 450- 5.00 5.00- 7.00 7.00- 8.00 
N Sutter 191 Sutter 4.00- 7.00 6.00- 9.00  7.00-10.00 15.00 
1 Vanderbilt 221 Mason 5.00 6.00 8.00 
C Whitcomb 1231 Market 7.00-10:00  8.00-16.00  9.00-16.00 18.00- 30.00 
H Worth 641 Post 5.00- 7.00 6.00- 8.00 7.00- 9.00 
H York 580 Geary 5.00- 8.00. 7.00-10.00 10.00-12.00 14.00 
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Hotel Reservations 


Important Information 
About Your 


A Housing Bureau has been organized for thd 
AAGP 11th Annual Scientific Assembly in San 
Francisco. Since all requests for rooms are 
handled in chronological order, it is recom 
mended that you send in your application a 
early as possible. 


Pursuant to regulations of the San Francisca 
Convention Bureau for all conventions in thi 
city, all requests for reservations must be acc 
panied by a deposit check for $10.00 per room 
made out to the AAGt Housing Bureau. Due ta 
the existing crowded conditions, hotels cance 

unclaimed reservations by 4:00 p.m. Therewl 
fore, a deposit is requested to insure that yout 
reservations will be held on your arrival dat 
whatever the hour. Your deposit will be 
credited to your account. Please do not 
cash. 


Cancellations: Cancellations must be received 
15 days prior to the meeting for refund o 
your deposit to be made by the hotel. 
sufficient time is not allowed for the hotel td 
reassign space, all of the deposit is forfeite 


hotel bedrooms expire 10 days prior to th 
opening of the Assembly, applications rec 

later than March 20 (15 days prior to the open 
ing date of the Assembly) will be 
In such cases please select your own hotel 
and write to them direct. 


All reservations should be cleared through this 
ing Bureav. All requests must give definite dat 
and approximate hour of arrival and name 
and addresses of all persons who will occup 
rooms requested. 


All reservations will be confirmed if request is 
ceived not later than March 20. 


USE THIS CONVENIENT 
MOTEL RESERVATION FORM 
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otel Reservation Form CLIP — FILL OUT — AND masa Ttopari 


Alt TO gw AAGP HOUSING BUREAU 
Room 300, 61 Grove Street Please Make Reservations Noted Below: 
San Francisco 2, California 


eited 


Single Room 
hag ist Choice Hotel Double Bedroom 
s receive@iind Choice Hotel Twin Bedroom 
the Oped Choice Hotel Parlor, bedroom suite 
a Arrival at A.M P.M. 
Departure_ at A.M. P.M. 
NAMES OF ALL OCCUPANTS: 
this (Please bracket those sharing a room) ADDRESSES: 
finite 
nd nameqe 
occup 


juest is Check for $m payable to AAGP HousinG BurRgau is enclosed. Please enclose a self-addressed, stamped envelope. 


MAIL CONFIRMATION TO Ba (Name) 


(Please print or type) 
Address___ 
City. State. 


N 
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CLINICAL all Steph 
RESULTS infections 
Cured 172 (80%) 148 89%) 71 (88%) 
improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


ypes of infecting organisms: The majority of 
identified etiologic microorganisms were 
@ureus and Staph. albus. Tao has its grea 
Usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 


» onococci, Hemophilus influenzae. 


it 


hed 


of 


Oral Suspension 


Per cent of “‘antibiotic-resistant’’ epidemic 
staphylococci cu:*res susceptible to Tao, ery- 
thromycin, penicillin and chioramphenicol.1 


chloramphenicol 


erythromycin 
peniciflin 


% of Cultures Susceptible 
to 3.12 mcg./mi. or tess 


ve 
“control of 
COMMON 


(3 out of 217) Gastrointestinal — 


Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
: in the other 5.5% were usually mild and seldom 

required discontinuance of therapy. 


posite 


stability in acid esta, ‘high: end sus- 
; ; tained blood levels + high urinary concentrations 
« outstanding palatability in a liquid preparation. 


i? H fe A és 7 Z OH S Dosage and Administration: Dosage varies according to the 


severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
| Since Tao is therapeutically stable in gastric acid, it may be 
NEW YORK 17, N.Y." administered at any time, without regard to meals. 
“Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 
References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 


GP Volume XVIII, Number 5 


: 
effective... 
‘ 
+ : 
4 
100 
ists 
— 
Chas, 
+44 
al 274 


Or THE 20,000 BiLts introduced in the 85th Congress, 
more than 700 were closely watched by the American 
Medical Association. Of these, 19 became law. The 
association successfully pursued its major objective 
in ten of the 19, was partially successful in one, and 
had no official position on the remainder. The follow- 
ing is a brief description of the new laws and the as- 
sociation’s activity with respect to each: 

Public Law 85-56. Originally introduced by Repre- 
sentative Olin Teague (D-Tex.) as HR 53, and enacted 
in 1957, this brought together in a single document 
all laws dealing with veterans’ compensation, pension, 
hospitalization and burial benefits. Except for a minor 
provision dealing with benefits for certain reservists, 
it did not change existing law. 

While the American Medical Association did not 
take a position on the bill, it obviously would agree 
that such action was beneficial. 

Public Law 85-62. Introduced as HR 6548 by Repre- 
sentative Carl Vinson (D-Ga.), this law modified and 
extended the doctor draft law until July 1, 1959, when 
the regular draft law expires. Under its terms, the 
President was authorized to make special calls for 
physicians, dentists and other allied specialists who 
are otherwise liable for induction. Liability ends at age 
26 or at age 35 for those who have been granted de- 
ferments. 

The AMA, recognizing its inevitability, approved 
the bill since it eliminated most of the previous dis- 
crimination. The association made concrete sugges- 
tions which would help make military medicine more 
attractive and thereby reduce or eliminate the need for 
special calls. 

Public Law 85-109. Originally introduced as HR 
6191 by the late Representative Jere Cooper (D- 
Tenn.), this law extended the date for filing applica- 
tion for a “disability freeze” from June 30, 1957 until 
June 30, 1958. The effect is to allow a disabled in- 
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The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


dividual, who meets the social security coverage re- 
quirement but is under age 50, to make application to 
have the entire period of his disability counted as 
“waiver of premium” time. Prior to this extension, 
only the 12-month period prior to the application 
counted, This law was superseded by Public Law 
85-840. 

The AMA took no position on this bill. 

Public Law 85-110. As originally introduced by 
Representative John McCormack (D-Mass.), HR 
7238 would have amended the medical care provisions 
of the public assistance programs so as to allow the 
states to continue to operate the pooled fund arrange- 
ment for vendor medical payments and also receive 
for additional medical payments one-half of $6 per 
adult recipient and $3 per child recipient per month. 
As enacted, the law authorized the states to use either 
the pooled funds for vendor payments or the $6 and 
$3 program, but not both. It has been superseded by 
Public Law 85-840. 

The AMA took no action on this bill. 

Public Law 85-151. Introduced as HR 8053 by 
Representative LeRoy Anderson (D-Mont.), this law 
authorizes the use of funds for the construction of hos- 
pitals for Indians to be used for the construction of 
hospitals to care for both Indians and non-Indians. 

The AMA took no action on this bill. 

Public Law 85-198. This law amends the Vocational 
Rehabilitation Act to authorize federal support for 
traineeships in physical medicine and rehabilitation. 
Prior law limited the support to two years. The bill, 
S 1971, was cosponsored by Senators Alexander Smith 
(R-N.J.), and William Purtell (R-Conn.). 

The AMA took no position on the bill. 

Public Law 85-213. Introduced as HR 8429 by 
Representative James Wright (D-Tex.), this law ex- 
tended for one year, until June 30, 1958, the time for 
utilization of federal funds provided for planning, pre- 
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ring and initiating the expansion of programs under 
the 1954 Vocational Rehabilitation amendments. This 
has expired. 

The AMA took no action on this bill. 

Public Law 85-544. This law authorizes the ear- 
marking for grants to schools of public health $1 mil- 
lion annually of a fund provided for assisting the states 
in developing and maintaining adequate public health 
programs. The money is to be used only to provide 
teaching and consultation in the public health field. 
No funds were provided in fiscal 1959 for this purpose. 

The AMA opposed the bill, HR 11414. As intro- 
duced by Representative George Rhodes (D-Pa.), it 
Would have authorized the use of the earmarked funds 
Mor the support of schools” giving public health 
fourses. The AMA felt this was a dangerous precedent. 

As a result of the association’s opposition, the 
language of the bill was modified so that the law pro- 
vides that the grants will be used for “the provision of 
(training) by schools of public health.” 

Public Law 85-589. This law provides low interest 
loans under the Hill-Burton hospital construction pro- 
gram for groups that are eligible for grants but for 
feasons of conscience cannot accept them. 

While the AMA did not take a position on the 
Specific bill, HR 12694, introduced by Representative 
John Bell Williams (D-Miss.), it did testify in favor of 
PHA-type loan insurance for hospitals and nursing 
homes, both nonprofit and proprietary. 

Public Law 85-599. This is the Department of 
Defense Reorganization Act. It contains a provision 
that would eliminate one assistant secretary of de- 
fense. At the time the legislation was under considera- 
tion by the Congress it was unofficially announced that 
the assistant secretary of defense for health and 
medical matters was to be downgraded to special as- 
sistant to the Secretary of Defense. 

In testimony before House and Senate committees 
the American Medical Association opposed this con- 
templated action. As a result of the association’s ac- 
tivities with the Congress, White House and the Secre- 
tary of Defense, it has been recently announced that 
Medicine’s top representative in the Department of 
Defense will continue in his present rank. 

Public Law 85-664. As introduced by Representa- 
tive John Bell Williams (D-Miss.), HR 12628 called 
for a three-year extension of the Hill-Burton Hospital 
onstruction Act. The law, as finally passed, provides 
for a five-year extension, until June 30, 1964. 

The AMA testified in favor of the extension and 
Made recommendations to improve the program. 

Public Law 85-724. This law makes appropriations 
for the Department of Defense for fiscal 1959. As it 
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passed the House, HR 12738 contained a provision 
which would limit spending under the Medicare pro- 
gram to $60 million. 

Because hearings before the House Appropriations 
Committee are not open to the public, the association 
was not aware of this provision until shortly before 
it was considered by the House of Representatives. 
While unsuccessful in eliminating the provision in the 
House, the association obtained an agreement from 
House leaders to accept any changes made by the 
Senate. As a result of testimony by the AMA and other 
interested groups, the Senate modified the language of 
the House bill in such a manner as to restore all the 
funds originally requested by the Department of De- 
fense. However, Medicare is being required to limit 
freedom of choice on the part of some dependents. 

Public Law 85-777. As originally introduced by 
Representative Kenneth Roberts (D-Ala.), HR 12876 
would have provided a five-year extension of the $30 
million a year grants-in-aid programs for health re- 
search facilities. The law provides for a three-year ex- 
tension, through June 30, 1962. 

The association did not testify on this specific bill; 
it did, however, support a one-time matching grant 
program for the construction of both teaching and re- 
search facilities. ‘ 

Public Law 85-836. This law provides for the dis- 
closure of information to beneficiaries relative to em- 
ployees’ health and welfare plans. 

While the association did not testify on the bill, its 
official policy was one of approval. 

Public Law 85-840. This law contains the Social 
Security Amendment of 1958. It provides for a 7 per 
cent increase in benefits, an increase in the tax and 
wage base, a reduction of coverage requirements for 
disability benefits and freeze, a modification of and in- 
creased benefits under public assistance programs and 
many other minor changes. This law supersedes Public 
Law 85-109 and 110. 

The association’s major concern with this legisla- 
tion was the Forand proposal to provide hospitaliza- 
tion and surgical care through the social security 
mechanism. It was successful in its opposition. 

The association endorsed, in a statement filed with 
the committee, the changes in the public assistance 
programs which eliminated the “$6 and $3” medical 
vendor payment provision. Public Law 85-840 leaves 
to the state the decision as to how much, if any, of the 
public assistance funds shall be used for medical pay- 
ments, and the method of payment. 

The association was unsuccessful in its opposition 
to the liberalization and broadening of disability 
benefits. 


: 
a 
4 
| 
| 
| 
4 
277 


tan 


crisscrossed by transcontinental railways, airways, and super- 


ways. Lakeport and seaport, it is a center around which trade 
commerce move in ever-widening circles. 


1 the ashes of the great fire of 1871 arose this to y 
‘eel and stone. Chicago is the world’s outstanding meat packer 
2 of the largest grain and livestock markets, and of a publish- 
and printing empire. From its factories pour iron and steel, 
hinery, electrical equipment, railroad cars and a an 
nicals and textiles. of 

tomic fission. 


Chicago is renowned, i as a center 

he arts and other cultural pursuits ... : 

Chicago Symphony, the Art Institute, the Museum of Natural 

ory, and such universities as Chicago, De Paul, and won 
ago is a city of contrasts ... more than forty languages are 


en here .. | parks and gardens intersperse acres of 
strial installations . . and twenty miles of fine beaches 


ago has long been known for ithalidins of climate and 

yerature changes. To experience those cold slashing winds 
ing in from the lake in late fall or winter is to remember them 
nt to mention the head colds that may follow i 


don’t worry about nasal congestion — 
iicago—as in other cities throughout the nation — 


mple supply of TYZINE, a nasal decongestant for onl 


lasting action. TYZINE is bland, entirely free from taste or 
and with virtually no sting, burn, or rebound congestion. It’s 
lied in three convenient dosage forms. We suggest that you 
Y2INE in the appropriate dosage form for your patients’ nasal 
sstion due to colds or allergy. At this time, in most of the: 
often. 


other widely used 
Dsage may cause drowsiness or 
id children: KEEP OUT OF 
S. TYZINE N 
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On the Calendar 


*Classified bythe Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


*Dec. 10-11. University of Buffalo, course on minor surgery 
and office orthopedics, Buffalo, N. Y. 

*Dec. 17. University of Indiana, course on pediatrics for gen- 
eral physicians, Indianapolis. (7 Ars.) 

*Dec. 18. University of Indiana, course on fluid and electrolyte 
balance, Indianapolis. (7 hrs.) 

*Jan. 5-7, 1959. University of Minnesota, course on otolaryn- 
gology for general physicians, Minneapolis. (15 hrs.) 

*Jan. 7, 1959. University of Indiana, course on pulmonary em- 
physema—diagnosis and therapy, Indianapolis. (6 hrs.) 

*Jan. 7-23, 1959. Albany Medical College of Union University, 
postgraduate medical seminar cruise to the Caribbean 
and Panama, sailing from New York City on New 
Gripsholm. (25 hrs.) 

*Jan. 14, 1959. University of Oklahoma, course on diagnosis 
and management of heart disease in infancy and child- 
hood, Oklahoma City. (4 hrs.) 

*Jan. 14, 1959. Duke University, medical seminar cruise, aboard 
Saturnia, 16-day cruise. (30 hrs.) 

*Jan. 14-Feb. 18, 1959. Queens County (New York) chapter, 
postgraduate committee, course on clinical pathology, 
Wednesdays, Terrace Heights Hospital, Hollis, N. Y. (6 hrs.) 

*Jan. 15-17, 1959. University of Minnesota, course on newer 
drugs in general practice, Minneapolis. (15 hrs.) 

*Jan. 19-24, 1959. University of Colorado, general practice re- 
view, Denver. 

*Jan. 20-22, 1959. University of Maryland, postgraduate con- 
ference in medicine, Baltimore. (15 hrs.) 

*Jan. 21-22, 1959. University of Indiana, course on diarrheal 
diseases, Indianapolis. (11 hrs.) 

*Jan. 23-25, 1959. University of Minnesota, course on cardio- 
vascular diseases for general physicians, Minneapolis. 
(5 hrs.) 

*Jan. 28-30, 1959. Louisiana chapter, course on emergencies in 
medicine, Hutchinson Memorial Building, New Orleans. 
(18 hrs.) 

*Feb. 4-6, 1959. New York University-Bellevue Medical Center, 
full-time course on modern trends in the diagnosis and 
treatment of congenital heart disease, New York City. 

*Feb. 11, 1959. University of Oklahoma, urology symposium 
and C. B. Taylor lectureship, Oklahoma City. (4 hrs.) 

*Feb. 16-20, 1959. New York University-Bellevue Medical Cen- 
ter, full-time seminar in dermatology and syphilology (for 
general physicians), New York City. 

*Feb. 18-19, 1959. University of Indiana, course on anesthesi- 
ology for the general practitioner and the part-time 
anesthesiologist, Indianapolis. (14 hrs.) 

*Feb. 18-20, 1959. New York University-Bellevue Medical Cen- 
ter, full-time course on orthopedics in general practice, 
New York City. 

*Feb. 20-22, 1959. Louisiana chapter, seminars on hypnosis, 
Roosevelt Hotel, New Orleans. (20 hrs.) 

*Apr. 6-9, 1959. American Academy of General Practice, 11th 
Annual Scientific Assembly, Civic Auditorium, San Francisco. 
(5 hrs.) 
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poor substitute for companionship 


Many housewives, when they feel the need for companion- 
ship, ask a friend in for coffee. Others substitute eating. 
Instead of a chat, they take a nibble. The result: overweight. 
‘Dexamyl’ Spansule sustained release capsules can help 
such patients in two ways: 
e provide daylong appetite control—both between meals 
and at mealtimes. 
e relieve the underlying tension and anxiety that so 
often cause overeating. 
Dexamyl* (Dexedrinet plus amobarbital) Spansule* sus- 
tained release capsules are available in two dosage strengths: - 
No. 2 (standard strength) and No. 1 (lower strength). 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
+T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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